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; Arevisit was completed at Laurelbrook

i Sanitarium on June 5, 2012, following aceeptance survey.

- of an Allegation of Compliance to remave the

- Immediate Jeopardy at F-223 and F-323, Scope

- and Severity level "K;" F-408, Scope and Severity

‘level “J;" and F-226, F-490, F-501, and F-520,

: Scope and Sevarity level "L". The revisit revealed |

' the corrective actions implemented May 30, 2012, |

 removed the Immediate Jeopardy but !
non-compliance continues at an *E" level Scope |

, and Severity for F-223 and F-323; ata "D" leve] .

' for F-406; and at an "F" level for F-226, F~450, '

r F-501, and F-520,

: Other deficienties previously cited and not

: addressed on the Allegation of Compliance

i remain outstanding. The facility is required to

, Submit a plan of correction for all outstanding

; deficiencies including the Immediate Jeopardy
, tags lowered in scope and severity. [

§8=D | HEALTH STATUS, CARE, & TREATMENTS
1 The resident has the right to be fully informed in & Treatment

: language that he ¢r she can understand of his or
i her total health status, including but not limited to,

: the resident's well-being,

i

{F 000} * INITIAL COMMENTS : {F 000} Au futurf-: hi_res to tl_le nursing home ‘
will receive in-services stated for l

i

i

the deficiencies cited from this

154} | 483.10(b)(3), 483.10(d)(2) INFORMED OF F 154}
el (o) (o)2) {164} F 154 483.10 (b)(3), 483.10(d)(2)
Informed of Health Status, Care

his or her medical condition. Resident #1
. The resident has the fight to be fully informed in : - il |
. advance about care and treatment and of any 1 dThe .D((;N rewewedhfhe;lr] policy I
. changes in that care or treatment that may affect and revised to ensure that
residents are informed if and when

any drug screens are performed as
s : ; ordered by the physician and the
This REQUIREMENT is not met as evidenced reason forihetest THE DON

1 by: | . . .
; Based on medical record review and interview, { conducted an in- service with all
i
LABGRATORY DIRECTOR'S OR PROVIDER/SUPFLIER REFRESENTATIVES GIGNATURE , TE CHDATE
Howiin Frey hy L (Ylll A €20/

on may be excused from corracting providing it s determined that

Any deficiency statemunt ending with an asterisk (*) denoles a daficlency which the Institutl

other safeguards provide sufficlent protection to the patlents, (Ses Instructions.) Excapt for nursing homnes, the findings stated above are disclosable 50 days

following the date of survey whether or not a plan of coroection [s provided, For nursing homes, the above fintings and plans of eorrection are disclosable 14
It deficlancies are cited, an approved plan of correction Is requisite to continuad

days following the date these documents are made avallable to the facility,
program participation,
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RNs and LPNs that all tests when
ordered by the physician must be
approved by the resident, their
F154 | family, or POA prior to conducting
any diagnostic lab test including
drug screening on 5/22/12. The
Medical Director was provided a
copy of this policy on 5/29/12 to
help ensuring residents or family
members or POA are kept informed.
The policy “Health and Medical
Condition, Informing Residents of”
was provided to each RN & LPN on
6/1/12 to reinforce the in-service
conducted on 5/22/12.

Exhibit # 36

2) On 5/29/12 all other residents
who had lab work conducted within
the month of May either the
resident, family or POA had been
informed of the lab work & this
notification was documented in
chart. On 6/1/12 all lab work
ordered was documented in Medical
Record based on chart audit
conducted by LPN staff. On 6/1/12
the policy “Health and Medical
Condition, Informing Residents of”
was posted on the nursing’s bulletin
board as a reminder of facility

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
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{€ 154} . Continued From page 1
. the facility failed to inform one resident (#1) of a
laboratory test performed of twenty-seven .
_residents reviewed,

. The findings included:

: Reslident #1 was admitted to the facility on July 8,
; 2008, with diagnoses including Quadriplegia,

; Mood Disorder, Seizyre Disorder, and Bipolar

i Disorder.

! Medical record review of the Minimum Data Set

. (MD8) dated March 15, 2012, revealed the

: resident scored fifteen of fiftsen on the Brief

* Interview for Mental Status (BIMS) indicating

, intact cognitive skills and no memory impairment,

|

! Interview with the Nursing Home Administrator
: (NHA) on May 7, 2012, at 1:50 p.m., in the NHA
i office, revealed a urine drug screen was

: completed on the rasident on May 3, 2012,

li
i {F154)
1

i without the resident's knowledge or consent.

- Interview with the Director of Nursing (DON)on |
1 May 8, 2012, at ;10 a.m,, in the front lobby, |
i confirmed the facility completed a urine drug :
1 screen on the resident without the resident's '
| knowledge or consant. i
. CIO #27285 #28092
{F 157} 483.10(b)(11) NOTIFY OF CHANGES
88=D | (INJURY/DECLINE/ROOM, ETC)

I A facility must immediately inform the resident:

i consult with the resident's physician; and if

t known, notify the resident's legal represantative
i or an interested family member when there is an
I accident involving the resident which results in

{F 157}

i serviced quarterly for the next 6

i
practice. This policy will be in- !
i
!

months beginning with 6/1/12.

3) The DON or designee will
monitor all lab work ordered to
ensure residents are aware of testing !
beginning 5/29/12. This policy
“Health and Medical Condition,
Informing Resident of”’ will be in-
serviced quarterly for the next 6
months beginning 6/1/12. This
policy will be part of orientation of !
new employees beginning 6/1/12. !
The DON or designee will monitor |
random lab work ordered by
physician to ensure that the |'
residents or their family or POA
have been informed. This was
begun on 5/29/12 and will continue
weekly for 6 weeks then as needed
to ensure compliance has been
achieved.

4) The DON will report the
outcomes to the next quarterly
QAPI Committee and ultimately the
Administrator will report to the

Board quarterly. The next QAPI
Committee is scheduled for 6/20/12.

J
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{F 154} . Continued From page 1
 the facility failed to inform one resident (#1) of a
laboratory test performed of twenty-seven :
. residents reviewed, i

e —

. The findings included:

 Resident #1 was admitted to the facility on July 8,
; 2008, with diagnoses including Quadriplegia,
 Mood Disorder, Seizure Disorder, and Bipolar

i Disorder,

* Medical record review of the Minlmum Data Set
. (MDS) dated March 15, 2012, revealed the
 resident scored fifteen of fifteen on the Brief

* Interview for Mental Status (BIMS) indicating

. intact cognitive skills and no memory impairment, f

I Interview with the Nursing Home Administrator

: {NHA) on May 7, 2012, at 1:50 p.m., In the NHA
i office, revealed a urine drug screen was

; completed on the resident on May 3, 2012,

i without the resident's knowledge or consent.

- Interview with the Director of Nursing (DON) on
1 May 8, 2012, at 9:10 a.m,, in the front lobby,

i confirmed the facility completed a urine drug

1 screen on the resident without the resident's

| Knowledge or consant.

| CIO #27265 #28092
{F 157} - 483.10(b)(11) NOTIFY OF CHANGES
8= | (INJURY/DECLINE/ROOM, ETC)

I A facility must immediately inform the resident;

i consult with the resident's physician; and if

t known, notify the resident's legal represantative
1 or an interested family member when there is an
i accident involving the resident which results in

{F 154},

157 F 157 483.10(b)(11) Notify of _
Changes (Injury/Decline/Room

Ete) ’ \ﬂ\\""\\?/
1) Upon being made aware of LPN
#4’s deficient practice of

|
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SUMMARY STATEMENT OF DEFICIENCIES ('
1
f
]
|

{F 157} : Continued From page 2

 injury and has the potential for requiring physician :

i intervention; a significant change in the resident's
- physical, mental, or psychosocial status (le., a

. deterioration in health, mental, or psychosoctal

status in either ife threatening conditons or |

! clinical complications); a need to alter treatment

: significantly (i.e., a need to discantinue an

- existing form of treatment due to adverse

: consequences, of io commence a new form of

- treatment); or a decision to transfer or discharge |
the resident from the facility as specified In i

- §483.12(a).

" The facility must also promptly nofify the resident

:and, if known, the resident's legal representative

: or interested family member when there is g
change in room or roommate assignment as

' specified in §483,15(e)(2): ¢r a change in
resident rights under Federal or State law or

‘regulations as specified in paragraph (b)(1) of

- this section,

. The facility must record and periodically update !
: the address and phone number of the resident's
 legal representative or interested family member.

' This REQUIREMENT is not met as avidenced

" by:

! Based on medical record review, observation,

- and interview, the facility failed to notify the

' physician to receive an order for harbal

. medications for one resident (#20) of
twenty-seven residents reviewed,

" The findings included:

: Resident #20 was admitted to the facility on May |

' administering herbal medication

i without a physician order, an in-
 service was conducted on the
correct policy “ Medication Family
Supplied” stating that all
medications must have a physician
orders including herbal medications
| brought to facility by resident or

| family members. This was done on f
| 5-15-12. The DON will observe

| LPN # 4 randomly on a monthly J
I basis until no errors are noted. This |
¢ was begun on 6/1/12. f
I The Pharmacy Service was changed

| effective June 1, 2012. The
Pharmacy Consultant will assist in
capturing physician orders for all
medications administered and

{F 157)

recorded on MAR,
Exhibit # 37
2) On 5/15/12 to 5/16/12

DON/ADON checked the other
medication cart for all other
residents to ensure no herbal
medications were being
administered without a physician
order. No other residents were
identified as needing an order. On
5/29/12 the RN/BSN staff in-
serviced all other licensed staff on
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{F 157}, Continued From page 3 {F 157) G_ereg;:i g Sntien Cinders -'

11,2012, with diggnoses including Anemia, ’ |'
| Osteoporosis, Cerebral Vascular Accident, _ i
;' Transient Ischamic Attacks, and Cataract Repair, 3) On 5/17/12-5/20/12, the ADON
: ; conducted a random sample of four

| Observation on May 15, 2012, at 9:30 a,m., In the licensed staff medication pass '
. west hallway, revealed Licensed Practical Nurse observation to ensure that the '
: (LPN) #4, preparing multiple herbal medications { gerva . o

j to administer to Resident #20, including . facility policy and state laws are

: Dandelion Leaf, Hawthorn Berry, Turmeric, observed including physician orders

! Brlbeny Leaf, and V]tamln c Funher Ubsewaﬁun ; fOI- ail medicalions_ The Pharmacy

| revealed these medications were stored Inzip ; _ 1 ncaiet G A

- lock bags labeled with the herbal medication E consullarll.t will assist in Med Pass

' name and strength, if applicable, and did not : observations of RNs & LPNs

» include the resident’'s name, medication administering medications within
 expiration date, ordering physician's name, i the facility beginning 6/1/12. The

: dispensing instructions, or pharmacy label, i DON or designee will monitor

' Medical record review of the Medisation i i rneldicalion adr_nini_stration to ensure !
- Administration Record for May 2012 revealed the i resident’s medications have

 resident received all the herbal medications dafly hysician orders. Thi b

! ; physician orders. This was begun

{ My, £ through 15, 2012, on 5/15/12 and will continue weekly

i Medical record review of the physician's orders for 4 weeks then monthly on a i
| for May 2012 revealed no order from the random basis to ensure compliance |
{ resident's physician for the herbal medications. has been achieved. |
| |
| Interview on May 15, 2012, at 1:30 p.m., with LPN )
| #2, at the nurse's station, confimed the 4) The DON will report the :
| medications were brought to the facility in zip lock outcomes to the next quarterly '
« bags by the restdent_and the physician ha_d not QAPI Committee and ultimately the
oeen notified to obtain o order for adininistration Administrator will report to the I
: of the herbal medications. - fepat

{F 164} | 483.10(e), 483.75(1)(4) PERSONAL {F 164)| Board quarterly. The next QAPI
$s=D" PRIVACY/CONFIDENTIALITY OF RECORDS Committee is scheduled for 6/20/12.

i !
;' The resident has the right to personal privacy and '
- confidantiality of his or her personal and clinical

* records.
’ ]
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{F 157} | Continued From page 3
i 1, 2012, with diagnoses including Anemia,
| Osteoporosis, Cerebral Vascular Accident,
; Transient Ischemic Attacks, and Cataract Repair, |

1

f Qbservation on May 15, 2012, at 8:30 a.m., in the
- west hallway, revealed Licensed Practical Nurse

: (LPN) #4, praparing multiple herbal medications
1o administer to Resident #20, including

: Dandelion Leaf, Hawthorn Berry, Turmeric,

+ Bilberry Leaf, and Vitamin C. Further observation
| revealed these medications were stored In zip

: lock bage labeled with the herbal medication

' name and strength, if applicable, and did not

; include the resident’s name, medication

. expiration date, ordering physician's name,
 dispensing instructions, or pharmacy iabel,

| Medical record review of the Medication

- Administration Record for May 2012 revealed the
1 resident received ali the herbal medications dally
 from May 2 through 15, 2012,

i Medical record review of the physician's orders
| for May 2012 revealed no order from the
| resident’s physician for the herbal medications.

|
| Interview on May 15, 2012, at 1:30 p.m., with LPN
i #2, at the nurse's station, confirmed the
| medications were brought to the facility in zip lock
1 bags by the resident and the physician had not
. been notified to obtain an order for administration
: of the herbal medications.
{F 184} 1 483.10(e), 483.75())(4) PERSONAL
s5=D ' PRIVACY/CONFIDENTIALITY OF RECQRDS

| The resident has the right to personal privacy and
- confidentiality of his or her parsonal and clinical

* records.

{F157}I:

|

TAS ‘ CROSS-REFERENCED TQ YHE APPROPRIATE !’
I
]
I
i
1
!

F 164 483.10(e). 483.75(i)(4)
Personal Privacy/Confidentiality
of Records

{F 164}
e\ 2
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TAG i REGULATORY OR LSC IDENTIFYING INFORMATION) ! e CROSS-REFEREEE:IEE fgg&?ﬁﬁ%&&g o
i { F 2
; : _ 1) Upon being made aware of LPN
F 164} ' Continued From * . ;
{ },: i o page s ! {F 184} 47°5 deficient practice of i
! Personal privacy includes accommodations, I adlmmistcrmg an inSl:lliIl injection |
i medical treatment, written and telephone without providing privacy to the
: ;oggg::g:ﬁt}:m pars;onaligar?. visits, and ; patient, an in-service was conducted
: ily and resident groups, but this o e L SrARGE O
? does not require the facility to provide a private A LER .2 on providing -pma,{'y |
! room for each resident, when exposing any of a resident’s
‘ body parts by closing door and
i Exgte_zpt a;?] pl;gvi&ed J‘il'l paragraph (e)(3) f?;f 1:['11:[9};t | curtains while administered
section, the resident may approve or refuse the icati i ’
i release of personal and clinical fecords to any | medlcatlf)ps. Th1sT was done on 5
| individual outside the facilty. 15-12 by the DON. The
! DON/ADON will observe LPN #2 |
: Th;\ rﬁsfg;]nt's ri?tllﬂ :‘.jo refuse; relelase of personal I randomly on a monthly basis until
' and clinical records does not apply when the | 1S W
: resident is transferred to another health care i ae Z?ﬁiz arf;.;: oted. Th_ls. wasbegun
; intitution; or record release is required by law, | o . The Pharmacy
: ! Consultant will assist in the
: ;r:; ;?:gg;; mﬁgtrii?dpegggfigecgfgé a:jagt;?dr}natior; : | observing RNs and LPNs during the f
i s ess o . » haginni
" the form or storage methads, except when | Med Pass PIOcEss bq,m_mng June 1, |
' release is required by transfer to another 2012 to ensure privacy is
. healthcare institution; faw; third party payment maintained.
| contract; or the resident.
! 2) On 5/15/12 to 5/29/12 ADON
I This REQUIREMENT is not met as evidenced observed medication administration
\ by: of all other residents to ensure
| fg‘?sg?o on ob[zzrvqti:n agd [ntarview.tthe f??ilit:.r privacy was provided. On 5/29/12
! failed to provide privacy during a treatment for T
; one resident (#A) of five residents reviewed ‘rhe BDQN nesericed %H. other
' during medication pass. 11cen§ed staff on the deficient
i practice observed by surveyors.
{ The findings included: The in-service consisted of the |
| Observation on May 15, 2012, at 8:10 a.m., in the privacy of xesidents during
: tesident's room, revealed Licensed Practical treatment and administering
: Nurse (LPN) #2 falled to close the resident's medications that needed privacy.
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F 164 | The “Quality of Life - Dignity”
policy was given to each RN &
LPNs with acknowledgement of
receipt completed on 6/1/12.

Exhibit # 38

3) Medication Pass will be
observed by the DON or designee
beginning 6/1/12 to ensure that the
facility policy and state laws are
observed concerning privacy of
Residents during medication
administration and treatment. The
Pharmacy consultant will assist in
Med Pass observations of RNs &
LPNs during administration of
medications within the facility
beginning 6/1/12. The DON or
designee will monitor medication
administration to ensure resident’s
medications are given in private
when resident’s body parts are
exposed. This was begun on
5/15/12 and will continue weekly
for 4 weeks then monthly on a
random basis to ensure compliance
has been achieved.

4) The DON will report the
outcomes to the next quarterly
QAPI Committee and ultimately the

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6} DATE
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. inistrator will report to the
{F 164} ' Continued From page 5 {F 164}, gcf::d quarterly P i
; foom door and pull the window curtains closed The next scheduled QAPI meetin
| during administration of insulin in the resident's o &
| 1s scheduled for 6/20/12.

; abdomen with the resident's shirt pulled up to fully
| expose the bare abdomen. Further observation

; revealed staff and residents walked by the

' resident's room in the hallway and the resident's

i room window was within direct observation from

i the parking lot during the injection.

|
!nterview on May 15, 2012, at 8:20 a.m,, with LPN
{ #2, in the west hallway, confirmed privacy was
| not provided for the resident during the insulin
! administration,
{F 166} A 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO {F 166}
$8=D: RESOLVE GRIEVANCES

' A resident has the right to prompt efforts by the
| faciity to resolve grievances the resident may

 have, including those with respect to the behavior ;
 of other residents.

{ This REQUIREMENT Is not met as evidenced !
:by:

' Based on medical record review, observation, ;
 facility policy review, and interview, the facility

. failed to resolve a grievance for one resident (#1)
i of twenty-seven residents reviewed.

: The findings inciuded:

! Resident #1 was admitted to the facility on July 8,
| 2008, with diagnoses including Quadriplegia,

: Mood Disorder, Seizure Disorder, and Bipolar

, Disorder,

Medical record review of the Minimum Data Set
" (MDS) dated March 15, 2012, revealed the
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{F 164} : Continued From page 5 I 164}I i
- room door and pull the window curtains closed ]
+ during administration of insulin in the resident’s !
i @bdomen with the resident's shirt pulled up to fully !
| expose the bare abdomen, Further observation
; revealed staff and residents walked by the
! residen;'s room in the hallway and the resident's
| room window was within direct abservation from
1 the parking lot during the Injection.
I
lInterview on May 15, 2012, at 8:20 a.m,, with LPN '
i #2, in the west hallway, confirmed privacy was J
| not provided for the resident during the insulin
{ administration, : f
{F 168}, 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO {F 166)| F166 483.10(f)(2) Right to prompt |
$8=D : RESOLVE GRIEVANCES efforts to Resolve Grievances _ \u\
il
' A resident has the right to prompt efforts by the ; ;
| facility o resolve grievances the resident may 1) The gricvance filed by Resident
 have, including those with respect o the behavor ; # 1 has been discussed with
; of other residents. ’ Resident #1 by the Administrator
‘ and his fan replaced on 6/1/12. An
| This REQUIREMENT is not met as evidenced apology was provided to Resident #
. by:sed i ke 1 for delay in addressing his
' Based on medical record review, observation, ; 3 - t !
- facility policy review, and interview, the facility ;D dmp.]a.mt’ he C(.m.sult?}? facilit
: failed to resolve a grievance for one resident (#1) ministrator assisting the facility
i of twenty-seven residents reviewed. Administrator conducted an in-
! | service with the Administrator on
: The findings included: the facility’s compliance concerning
| Resident #1 was admitted to the facility on July 8, investigation of grievances and
| 2008, with diagnoses including Quadriplegia, documentation of investigation on
' Mood Disorder, Seizure Disorder, and Bipolar 5/20/12.
, Disorder,
l Medical record review of the Minimum Data Set 2) On 5/15/12 to all other residents |
* (MDS) dated March 15, 2012, revealed the were assessed for an unresolved
Evont 10: G6LS12 Facimy 10: TN7201 If eontinuation shest Page 6 of 101
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{F 166} : Continued From page 6
: resident scored fifteen of fifteen on the Brief
, Interview for Mental Status (BIMS) indicating
+intact cognitive skills and no memory impairment.

| Observation and Interview with Resident#1 on |
1 May 7, 2012, at 10:50 a.m., in the resident's f
; room, revealed two weeks ago the resident

| requested maintenance clean a fan belonging ¢
{ the resident and when maintenance returned the
| fan to the resident it no longer worked.

| Continued interview at this time revealed the

: facility had not talked to the resldent regarding the
* fan not working after being cleaned and the

t resident had reported the broken fan to the |
- Administrator. i

' Review of facility policy Filing

; Grievances/Complaints updated January 2000,
revealed “...any resident may file a grievance...the

; allegation will be investigated...Administrator will

. review findings...determine what corrective
actions...need to be taken...the resident will be

i informed of the findings...”

i Interview with the Administrator on May 7, 2012,
‘at 1:50 p.m,, in the Administrator's office,

‘ revealed the Administrator had been aware of the
| broken fan. Continued interview at this time

i confirmed the fan was not working when retumed
. to the resident and the Administrator stated,

i “nothing but a liar, | refuse to talk to the resident

| about the fan, and | refuse to continue to write up
. grievances regarding this resident.”

| interview with the resident on May 15, 2012, at
| 3:00 p.m., in the physical therapy office,

. confirmed the facllity had not discussed the

' grievance with the resident and the grievance

| grievance. There were no other
resident with unresolved grievances
reported. A DON in-serviced all

i RNs, LPNs & CNAs on 5/29/12
concerning resident grievance
process. The in-service consisted of |
“Grievance Policy”. Any RN, LPN
who have not attended the above in-
service cannot work until they have
attended an in-service on the
Grievance Policy.

{F 168}

Exhibit # 39

3) Grievance Investigations are ‘
conducted by the Administrator or !
DON beginning 5/29/12 to ensure
that the facility policy and state laws
are observed concerning Grievance
by Residents. A log has been
developed to track all grievances
filed with Administration and an
investigation has been conducted.
The log book is kept by Social
Services along with the
investigations.

4) The Health Care Consultant will
monitor the Grievances Investigated
to ensure all resident grievances are
logged and investigated. The
monitoring was begun on 5/29/12
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F166 | and will continue weekly for 4
weeks then monthly on a random
basis to ensure compliance has been
achicved. The Administrator will
report the outcomes of Grievance
monitoring to the next quarterly
QAPI Committee and ultimately the
Administrator will report to the
Board quarterly. The next QAPI
Committee meeting is scheduled for
6/20/12.
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: i
{F 166} | Continued From page 7 {F 168} :
' was still unresolved.
|
' CIO 27265 #28092 '
{F 172} 483.10()(1)&(2) RIGHT TO/FACILITY {F1723] F 172 483.10())(1) & (2) Right to

§S=D - PROVISION OF VISITOR ACCESS
1 The resident has the right and the facility must
. provide immediate access to any resident by the
, following:
{ Any representative of the Secretary;
Any representative of the State;
The resident's individual physician:
| The State long term care-ombudsman

. {established under section 307 (3)(12) of the
! Older Americans Act of 1965);

! The agency responsible for the protection and

: advocacy system for davalopmentally disabled

| individuals (established under part C of the

| Developmental Disabilities Assistance and Bill of
4' Rights Act);

i The agency responsible for the protection and

1 advocacy system for mentally ifl indlviduals

' (established under the Protection and Advocacy
- for Mentally Il Individuals Act);

. Subject to the resident's right to deny or withdraw
' consent at any time, immediate family or other
 refatives of the resident; and

' Subject to reasonable restrictions and the
' resident's right to deny or withdraw consent at any

( time, others who are visiting with the consent of

[Facility Provision of Visitor 3
Access ) I‘u\\f’\" Y
1) The DON in-serviced the MDS
Coordinator on Resident Rights and
reviewed the deficient practice that
relates to the incident of Resident #1
not being allowed a visitor to visit
or Resident leave with the visitor
and taking the keys from the visitor
on 5/16/12. The DON conducted an
in-service with all RNs, LPNs and
CNAs on Resident Rights 5/15/12,
5/24/12, & 5/28/12.

2) On 5/15/12 to 5/29/12 all other
residents were interviewed for
violation of their rights. No other
resident reported any violation of
their rights. ]

On 6/1/12 the policy “Resident |
Rights” was posted on the nursing’s
bulletin board as a reminder of
facility practice. This policy will be
in-serviced quarterly for the next 6
months beginning with 6/1/12 to all
RNs, LPNs and CNAs.
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; DEFIGIENGY) r
: ]
{F 172} _| Continued From page 8 {F172) Exhibit #40 }
{ Paeyrasaonl Exhibit #67 |
' The facility must provide reasonable agcess to . )
| any resident by any entity or individual that 3) The DON or designee will
| provides health, social, legal, or other services to monitor for any violations of
 the resident, subject to the resident's right to deny Resident’s rights by interviewing all
evpihdra conseit et anyime. residents beginning 5/29/12 using :
:' | the QIES survey document for |
. This REQUIREMENT is not met as evidenced Residents. This policy “Resident
. by: R. t .y . t .
. Based on medical record review, observation, P lfggls Wiil Gbe m :}fr‘{:cefi q?lafteﬂy
: review of Resident's Rights, and interview, the | AT HERL Y MONINS DEGIamng
+ facility failed to provide visitor access for one i 16/1/12. The DON will ensure this
 resident (#1) of twenty-seven residents reviewed. | policy is a part of orientation of new
: ) ! employees beginning 6/1/12. The
 The findings Included: ' DON or designee will monitor
i Resident #1 was admitied to the facility on July 8, residents randomly for any
: 2008, with diagnoses Including Quadriplegia, violations of Resident Rights. This
! Mood Disorder, Seizure Disorder, and Bipolar was begun on 6/1/12 and will
Disarder. continue monthly for 3 months then
| Medical record review of the Minimum Data Set as needed to ensure compliance has
| (MDS) dated March 15, 2012, revealed the been achieved.
: resident scored fifteen of ﬁﬂee'r:ﬂ gr}a ith; B;:ef
i Interview for Mental Status (BIMS) indicating -
| intact cognitive skills and no memory impairment. 4) The DON will report the
i outcomes to the next quarterly
' Observation and interview on May 7, 2012, at QAPI Committee and ultimately the
11:00 a, mi.. in ttl'pe resitl:!et:t‘s I’ng.l rgv;?.aled the Administrator will report to the i
 resident sitting in an electric wheelchair, : .
! Interview at this ime revealed the resident had a : Board quarteljl).f. Tlhc next scheduled
i visitor on May 3, 2012, and the facility took the QAPI Committee is 6/20/12.
 keys to the visitor's van to prohibit the resident
i from visiting and leaving the facility with the
; visitor.
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{F 172} ; Continued From page 9
 Telephone Interview with a detective from the
: local county Sherriff's Dapartment on May 8,
| 2012, at 1:50 p.m,, revealed a 811 (emergency)
 call had been made to the Sheriff's Department
: from a visitor on May 3. 2012, stating the facility
! had taken the visitor's keys to the visitor's van
. and refused to allow the visitor to visit with the
: resident.
“ Review of the facility's resident tights
- documnentation in the admission packet, no date,
i revealed "...may have visitors...with persons of |
! their choice..." jl

| Interview with the Administrator on May 7, 2012, |
at 1:50 p.m., in the Administratar's office,

i eonfirmed the facility had taken the visitor's keys |

ton May 3, 2012, and denied the visitor access to

i the resident until the Sheriff's Department

| instructed the facility to give the keys back to the

: visitor.

i Interview with the MDS Coordinator on May 14,

i 2012, at 11:20 a.m., in the Director of Nursing's
, office, revealed the MDS Coordinator had taken
: the keys from the visitor of Resident #1.

i Continued interview at this time confirmed the

; facility failed to allow the resident access tothe * !

i visitor. |

. C/O #27265 #28092
" {F 221} : 483.13(a) RIGHT TQ BE FREE FROM
$8=£ . PHYSICAL RESTRAINTS -

: E
| The resident has the right to be free from any {
|

|

| physical restraints imposed for purposes of
. discipline or convenience, and not required to
" treat the resident's medical symptoms.

{F172) I

{F 221}(
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{F 172} ; Continued From page 9
; Telephone interview with a detective from the
+ local county Sherriff's Department on May 8,
| 2012, at 1:50 p.m., revealed a 811 (emergency)
; call had been made to the Sheriffs Department
; from a visitor on May 3, 2012, stating the facility
i had taken the visitor's keys to the visitor's van
. and refused to allow the visitor to visit with the
i resident.
i |
" Review of the facility's resident rights
: documentation in the admission packet, no date, |
i revealed "...may have visitors...with persons of
* their choice..."

I
E
| Interview with the Administrator on May 7, 2012, -’
at 1:50 p.m., in the Administrator's office, ’
i confirmed the facility had teken the visltor's keys |
ton May 3, 2012, and denied the visitor access to
i the resident until the Sheriff's Department
| instructed the facility to give the keys back to the
! visitor.

: Interview with the MDS Coordinator on May 14,

i 2012, at 11:20 a.m., in the Director of Nursing's

, office, revealed the MDS Coordinator had taken
: the keys from the visitor of Resident #1.

i Continued interview at this time confirmed the

; facllity failed to allow the resident access fo the *
| visitor.

| C/O #27265 #28092
" {F 221} ; 483.13(a) RIGHT TO BE FREE FROM
s$=E . PHYSICAL RESTRAINTS :

| The resident has the rightto be free fromany |
 physical restraints imposed for purposes of [
. discipline or convenience, and not required to |
_treat the resident's medical symptoms. I!

!
{F 172}]!

F 221 483.13(a) Right to be Free

{raen From Physical Restraints

b\
Residents # 1, #2, #4, #10, #12,
#14, #16, #17, #18, #19, #22, #26

|
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l
{F 221} Continued From page 10

| This REQUIREMENT is not met as evidenced

i by:

| Based on review of the facility policy, medical

| record review, observation, and interview, the

, facility failed to complete 2 restraint assessment

| for twelve residents (#1, #2, #4, #10, #12, #14,

' #18, #17, #18, #18, #22, #26) and failed to obtain
! a physician's order for the use of restraints for

- four (#17, #14, #2, #4) residents of twenty-seven
. residents reviewed,

The findings included: |

: Review of the facility policy, "Restraint Use",
revealed "...If evaluation shows the need for

" physical restraint the physician will be notified for |

! direction/order...with use of any restraint the !

- resident must be observed g (every) 30 minutes |

+ and position changed (at) least q 2 hours...Before

| any restraint orders are obtained, the following

| steps must be completed and the need deemed

| necessary. A restraint assessment, including

| alternatives must be completed...”

| Resident #17 was admitted to the facility on

i January 20, 2009, with diaghoses including

| Depressive Disorder, Severa Mental Retardation,
i and Convulsions.

i

i Medical record review of the Minimum Data Set
| (MDS) dated April 5, 2012, revealed the resident
 had severe impairment in cognitive skills.

| Medical record review of a Nursing Progress Note
| dated January 5, 2012, revealed ", MDS/Care |
i Plan Quarterly Assessment

{F 221} complete a restraint assessment on

1) A Staff RN was assigned to |

the above residents beginning
5/15/12 and completed on 5/22/12.
Those residents needing restraints
an Informed Consent for restraints |
| was obtained from the resident or

| histher POA beginning 5/15/12 and
completed on 5/29/12. If no
physician order was on chart then |
! the physician was informed and

' requested to sign the restraint order.
i The DON or RN BSN conducted an
in-service with all RNs and LPNs
on use of restraints - a pre-restraint
assessment and an Informed
Consent Signed by the resident,
their family, or POA prior to placing
a restraint unless it is an emergency.
This was done on 5/28/12 &
5/29/12. The policy “Use of
Restraints” was provided to each
RN & LPN on 6/1/12 to reinforce
the in-services conducted on the
above dates. Any RN, LPN who

| have not attended the above in-

! service cannot work until they have

, attended an in-service on Use of
Restraints.

1
1

E The MDS Coordinator reviewed and
l

! revised the above residents care plan

FORM CMS-2567(02-00) Previous Versionz Obrolato Event [D:GALS{2
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{F 221} , Continued From page 11 {F 221} al}zd MDS ASSCSSE’[?I‘?_ fm_. nEEded
 completed...continues to require the use of changes or nceded in erventions.
: restraints for,, safety (and) well-being. These changes were communicated
- Reevaluated for the least restrictive type of to the RNs, LPNs and CNAs per
| ;esltlramt Will continue with side rails up in bed x memo and inservices. This was
| begun on 5/16/12 and completed on
 Medical record review of the MDS dated April 5, | 5/31/12.
| 2012, revealed no side rail used as a restraint.
; . . ) On 5/29/12 the policy for obtaining
: Medical record review of the care plan dated April the following assessments — Side
. 4, 2012, reveaied "...Restraint; (resident) requires Rail. Braden. Hydration, Bowel &
: use of bil (blla!eral) sida rails up...reassess need AL, TCRT, A I?n’ ?WC
fm- restraints Q (every) 3 months..." Bladder, Elopement, Fall, Skin and
Med ; 4 2 I AIMs if on psychoactive medication
i ical record review of the Fall Risk Evaluation " i i
: dated April 4, 2012, revealed the resident was at hw‘as lmplem@iteéi 5f2if 12 and if
! risk for falls. the assessment had not been
; conducted then the assessment was
. !;gﬁew of ;Ihedfaci!ig in;restitgatlomr; dated July 25, done. This was completed on
| revealed ” ...Resident crawled to foot of : :
* bed (and) climbed out of bed between bed rail 6/1/12 by licensed staff. An
| (and) foot of bed, Resident was observed on the Admission Checklist was developed
! floor, No injuries...approaches were In place at and approved by QA Committee on
i time of incident, .. Side rails x 2 up, Bed in lowest 5/29/12 to be used for newly
i position...Bed alarm added to bed.., admitted residents to ensure
Observation on May 9, 2012, at 8:45 a.m., assessn_lents were conducted on
: revealed the resident lying on the bed with full admission. Quarterly assessment
" padded side rails in the raised position, will be conducted by the MDS
: Interview on May S, 2012, at 9:50 a.m., with the Coordinatar.or designes,
. Director of Nursing (DON), at the front desk, -
. confirmed no physiclan‘s order had been obtained Exhibit #77
' for the side rails and no assessment had been
- completed for the use of the side ralls. 2) On 5/15/12 to 5/29/12 all other
| Resident #22 was admitted to the facility on rc§idents were assa:ssment for side
i March 1, 2007, with diagnoses including rails and other devices and any
‘QRM GMS-2587(02-68) Previous Versions Qbaocloto Event 10: GBL&12 Focdlty 10; TH?201 If continuation sheet Page 12 of 101



06/20/2012 13:03 #414 P.021/079

From:

2012-06-07 15:37 DCO547PM13501 8652125642 »» 4237756346 P 16/118
DEPARTMENT OF HEALTH AND HUMAN SERVICES FHINICU: Udi/72012
CENTERS FOR MEDICARE & MEDICAID SERVICES OM};OSS ﬁ;gg-%g?

STATEMENY OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (@) MULTIPLE CONSTRUCTION . |

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: VR D SURUEY

A. BUILDING EOMRLEIER
44E200 0. WG nwoerzotz

RANME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE -
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE

DAYTON, TN 37321
X4 - SUMMARY STATEMENT OF DEFICIENGIES
Pﬂgﬂx ; (EACH DEFICIENGY MUST BE PRECEDED BY FULL pnlgnx (E:ch? ggf&?c%vﬁg &%%‘3??535’&”55 conbLEnoN
YAG - REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE

BEFICIENCY)

{F 221}5 Continued From page 12
' Hypertension and Depression,

i Medicai record review of the MDS dated April 18,
i 2012, revealed the resident had moderately

" impaired cognitive skills and bed rails used daily
" as a restraint, !

| Observation on May 15, 2012, at 9:30 am,,
: revealed the resident lying on the bed with
i’ bilateral full side rails in the raised position,

| Interview on May 15, 2012, at 12:00 noon, with

| the DON, in the front lobby, confirmed no

! assessment for the use of the side ralis had been
| completed.

| Resident #2 was admitted to the facility on

: October 10, 2010, with diagnases including

1 Behavior Disorder, Alzheimer's Disease, and
i Dementia,

. Medical record review of the MDS$ assessment
| dated August 25, 2011, revealed the resident was |
, severely cagnitively impaired, had a history of

: wandering, and required limited staff assistance |
! with ADLs (Activities of Daily Living). Continued

. MDS review revealed the resident was not coded
“for any type of physical restraint,

f Medical record review of the Carg Plan (CP)

i dated February 21, 2012, revealed a care plan

; entry dated August 19, 2011, for weights to be

I added to the base of the merry-walker( an

| assistive device for ambulation), Continued CP

| réview revealed an entry dated January 21, 2012,
| instructed side rails to be up bilaterally when in

' bed, Continued CP review revealed a care plan

{F 221}{ Informed Consent for restraint was

resident needing a restraint, an

obtained from the resident or his/her
POA beginning 5/15/12 and :
" completed on 5/29/12. If no |
physician order was on chart then
the physician was informed and
| requested to sign the restraint order. |
3) The DON or designee will
monitor residents daily for
appropriate care and documentation
beginning 5/29/12. This policy
“Use of Restraints” will be in-
serviced quarterly for the next 6
months beginning June 1%, This
i policy will be part of orientation of
J new employees beginning 6/1/12.
: The DON or designee will monitor
use of restraint weekly then monthly’
for possible elimination or need for
residents. This was begun on
5/15/12 and will continue weekly
for 6 weeks then as needed to ensurd
compliance has been achieved.

4) The DON will report the
outcomes to the next quarterly
QAPI Committee and ultimately the
Administrator will report to the
Board quarterly.

FORM CMS-2587({02-89) Pravious Versiens Obsolete Event ID: GELS12
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i . - ;|
{F 221} ; Continued From page 13 {F 221) Resident #17, #14, #2, & #4
| update dated January 30, 2012, -
; topfhe me,-,y.wafke,.ry 30. 2012, to add a seathel 1) A Staff RN was assigned to i
! obtain a physician order on the
! Mecéical r#eﬁogd review of a Nurse's Note (for above residents by 5/29/12. Those
' resident ated Septermber 13, 2011, revealed esid ere also assessed fi
L",..(res #2) tried to climb over bed rails...asslsted rest .ents dw - dafso Tse. lGIr £
| back in the bed..." No investigation or new continued need lor a restraint.
interventions ware documented. Resident #2's there was no Informed Consent for
! Nurse's Notes dg not incl_ude notation of the restraint then a consent was
: regI.Ident attempting to exit the bed over the side obtained from the resident or his/her
ral POA beginning 5/15/12 and
« Observation of Resident #2 in the resident's completed on 5/29/12. The DON
| reom, on May 7, 2012, at 10:00 a.m., revealed or RN BSN conducted an in-service
 the resident lying on the bed, with full side-rails up with all RNs and LPNs on use of
[ bilaiprally. restraints - a pre-restraint
! Observation on May 7, 2012, at 2:30 p.m., ! assessment and an Informed
| revealed the resident ambulating throughout the Consent Signed by the resident,
- facility with a merry-walker. The resident had a ; 1 i i
: seatbelt secured around the waist in the | Hicis fapnly 2 9k dPOA pn(;)r R Pifacmé
i merryswalker, and the merry-walker had weights arestraint & order from Physician.
| at the base to prevent the resident from tipping This was done on 5/15/12, 5/24/12,
l‘ the dﬁvice over. Thﬁ residgnt was confused and 5/28/12, & 5/29/12. The policy “Us¢
mumbling to self. The resident could not exit the of Restraints” was ‘ded
3 ; provided to each
| M WBeE kependenth wha proimpled RN & LPN on 6/1/12 to reinforce
| Observation on May 8, 2012, at 3:45 p,m., the in-services conducted on the
| revealed the resident in the facility "circle area,” in above dates. Any RN, LPN who
| & reclined geri-chair with lap top tray secured have not attended the above in-
across the lap. The resident was restless and ; TR
i attempting to exit the chair by leaning to the right. service cannot work until they have
: attended an in-service on Use of
% Interview with the DON, at the time of the Restraints.
observation, confirmed the recliner is a restraint ~ : -
t with the tray table across the resident to prevent X h_(? B C%or§1nat9(1; rewe‘\f ed in
i the resident from rising independently, the revised the above residents care plap
I merry-walker and the seatbelt for the and MDS Assessment for needed r
'ORM csas-zéar(uz-mj Pravious Varakang Obpolgte Event ID:G8LS12 Facllity 1D: TNT201 If continuation sheet Paga 14 of 104
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{F 221} - Continued From page 14

. memy-walker, as well as the bed side rails in the
up paosition, are all physical restraints, The DON

 further confirmed the facility's restraint policy had

" not been followed, the comprehensive

: assessment was innaceurate, there was no

' Physician's Order, consent, or pre-restraint

- assessment related to the geri-chair with tray

, table, the merry-walker with seatbelt and weights,

' and the bed side rails,

 Resident #4 was admitted to the facility on June
i 2, 2008, with diagnoses including Schizophrenia,
' Depression, and Weakness.

! Medical record review of the resident's MDS

, assessment dated February 9, 2012, revealed the

" resident had severe cognitive deficits, the

| resident was ambulatory with the use of a walker,
and the resident was not restrained.

. Observation of the resident on May 8, 2012, at
2:00 p.m., revealed the resident ambulating in the

. hallway with & walker and Physical Therapy

. providing stand by assistance.

Observation of the resldent on May 8, 2012, at
- 8:20 a.m., revealed the resident lying o the bed,
" with the left side of the bed against the wall and
. half side ralls up, in the mid bed position, on the
. right side of the bed.

i Observation of the resident on May 14, 2012, at

1 10:05 a.m., revealed the resident lying on the

| bed, with the side rail on the right side of the bed
. in the down position. The left side of the bed was

against the wall,

" Interview with the DON, on May 15, 2012, at

f changes or needed interventions.

{F 221}! These changes were communicated
: to the RNs, LPNs and CNAs per
i memo on 5/29/12.

 residents were assessment for use of
restraints, side rails and other
devices by the assigned Staff RN.
Any resident needing a restraint, an
Informed Consent for restraint was

| obtained from the resident or his/her
i POA beginning 5/15/12 and i
completed on 5/29/12. If no
physician order was on chart then
the physician was informed and
requested to sign the restraint order.

i
!
i
i
|
f |
|2) On 5/15/12 10 5/29/12 all other |
i
|
!

The MDS Coordinator reviewed
all other resident care plans and
MDS Assessments for any needed
changes or needed interventions.
These changes were communicated
to the RNs, LPNs and CNAs per
memo on 5/29/12.

!
|
i
!
:
{

3) The DON or designee will
monitor residents daily for
appropriate care and documentation
beginning 5/29/12. This policy
“Use of Restraints” will be in-
serviced quarterly for the next 6

|
|
|

if continuation shest Page 15 of 101
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: ! DEFICIENCY) :
: ! ths beginning June 1%. This |
F 221} : Continued F ! | monus Y S : ;
e 1:25 aiad arm::g;;i station, confirmed the | v 221}% policy will be part of orientation of |
' side rail on the right side of the bed is a restraint i aeweiployees beginning 6/1/12; |
when in the up position, the left side of the bed { :
was against the wall, The DON further confirmed f Exhibit #19
the facility's restraint policy had not been | !
followed, the comprehensive assessment was | ! i : :
. Inaccurate, there was no physician's order, | i The J?()Nnor_ dteﬁlgnﬁi‘i ‘:;11-] moﬂ"-tf])lfl ‘,
- consent, or pre-restraint assessment related to | i USeolrestant weekly toen monthly
" the side rail. : | for possible elimination or need for
S —— A —— ! . restraints. This was begun on
e La Was aomitec o e taclity on dune I 5/15/12 and will continue weekly
. 23, 2008, with diagnoses Including : Yo
- Schizophrenia, Dementia with Behaviors, and { for 6 weeks then as needed to ensure|
! Mental Retardation. compliance has been achieved.
: Medical record review of the resident's MDS ' ¥ i :
- assessment dated February 9, 2012, revealed the 4 t1 he D?Nﬂ\;\: il .rctport gle] ; |
' resident had severe cognitive deficits, and the CEDIICS 10 LICTICRE ghaloxsy |
resident required extensive staff assistance with QAPI Committee and ultimately the |
+all ADLs (Activities of Daily Living). The MDS Administrator will report to the f
‘_ included side rails and a chair to prevent rising Board quarterly. The next scheduled:
. boded as retraints. i 8 .
. i QAPI Committee meeting is !
;' Medigal record review of a Physician's Telephone scheduled for 6/20/12. ?
{ Order dated February 26, 2012, revealed "...side
: rails X 2 (bilaterally) per family request for safety.” |
£ I
Medical record review of the Care Pian dated |
: February 21, 2012, revealed the resident was
care planned for restraints; with the intervention [
“of placing a tray table across the resident when i |
. seated in the geri-chair. The care plan was not | }
" updated to include the side ralls. J ;
' Observation of the resident on May 9, 2012, at J |
: 7:36 a.m,, revealed the resident in the reom !
. seated in geri-chair with the tray table across the | i
i resident. The resident was confused and ‘ I
i
Event 1D: GALS12 Facllity 10: TN7201 If continuation sheet Page 16 of 101
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{F 221}, Continued From page 16 {F 221}
i mumbling to self, The resident was unable to exit | -[
. the chair when prompted, i

| Observation of the resident an May 8, 2012, at
i 10:00 a.m. revealed the resident in the room, i
- seated in the geri-chalr with the tray table across
| the resident, the resident was agitated and

| sereaming incoherently.

i Observation of the resident on May 14, 2012, at

{ 2:20 p.m., revealed the resident in the "circle area

. " in the geri~chair with the tray table across the ;

i la;:loi The resident was confused and mumbling to
self, ;

i 1

Interview with the DON, on May 14, 2012, at 2:25
1 p-m,, at the nurse's station, confirmed the |
resident was restrained by the tray table and the
: facility's restraint policy had not been followed, :
' there was no Physician’s Order, consent, or
. pre-restraint assessment. 5

| Resident #14 was re~-admitted to the facility on
. January 31, 2011, with diagnoses including

! Personality Disorder, Dementia with Behavior f
; Disorder, and Spinal Stenosis.

| Medicatl record review of the MDS assessment
! dated February 9, 2012, revealed the resident J
I had severe cognitive deficits, was chair or bed I
! bound, was ambulatory with the use of a |
' wheelchair, and was not restrained. :

i Medical record review the Care Plan revealed a
! restraint care plan had been implemented on i
" October 7, 2010, and discontinued as "resolved” .

' November 2010, due to the “...res (resident) now j |
1 in gerri-chair,” | |

“DRM CMS-2567(02-98) Previous Varzlanz Obssolets Evant ID: GBLS12 Faeliiny 10: TN7201 if continyation shaat Page 17 of 101
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{F 221} Continued From page 17 {F 221} ]

Ir the body.

! confused, and was unable to exit the chair
| independently,

i Interview with the DON, 3t the time of the

! the chair prevents the resident from rising

. there was no physiclan's erder, consent, or

, Continued interview revealed no restraint

. documented since 2010,

| Resident #19 was admitted to the facllity on
i October 22, 2010, with diagnoses including
| Diabetes Mellitus type 2, Chroni¢ Catatonia,
¢ Dehydration, and Venous Thrombosis.

{ Medical record review of the Minimurn Data Set

- (MDS), dated March 3, 2012, revealed the

| resident was moderately impaired cognition and
- required extensive assistance with activities of

! daily living, toileting and bathing.
| Medical record review of the Care Plan, dated

| January 8, 2012, revealed ".,.side rails up on both

: Observation of the resident in the "circle area® on
| May 9, 2012 at 1:00 p.m., revealed the resident In
« a reclined geri-chair with plllows to each side of

| Qbservation of the resident on May 14, 2012, at
£ 9:45 a.m., revealed the resident in the room in a
i reclined geri-chair. Resident was anxious and

' observation, confirmed the recliner is a restraint if
; independently, The DON further ¢confirmed the

- facility's restraint policy had not been followed,

. the comprehensive assessment was inaccurate,

" pre-restraint assessment refated to the geri-chair. |

. assessments or restraint reduction attempts were

‘ORM CMS-2567(02-80) Previous Verslons Oboolels

Event ID, GELS12
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{F 221} Continued From page 18
: sides while resident is in bed..."

: Medical record review on May 14, 2012, at 11:30 |
: a.m,, revealed no pre-restraint assessment, no

‘ side rail assessment or Physician's Order for the

; use of the side rails. :

l
- Observation on May 14, 2012, at 10:00 a.m., in |
: the resident's room, revealed the resident lying in |
i the bed with the use of two full side rails. |
H
t

* Interview with the Director of Nursing (OON), on
' May 15, 2012, at 8:15 a.m., in the DON office,
i confirmed the facility did not perform a
| pre-restraint assessment or side rail assessment,
; and two side rails were in use when the resident
i was in the bed and the facility did not abtain a
i Physcian's Order for the side rails,

| Resrdenr # 26 was admitted to the facllity on July
' 28, 2003, with diagnoses of Essential

' Hypertension, Macular Degeneration, Cerebral
. Vascular Accident, Senile Dementls, Chronic

' Kidney Disease, and Osteoarthritis.

. Medical record review of the MDS, dated April 26,

2012, revealed the resident had moderate
impairment of cognitive skills and highly impaired
vision. i

. Medical record review of the Care Plan, dated

' January 26, 2012, revealed "...bilateral side rails

i X (times) 2..."

. Observation on May 15, 2012, at 1:35 p.m.. in the
| resident's room, revealed the resident lying in the

1 bed with bath side rails up and in use.

{F 221}

1
1
!
!
t
!
)
|
I

!

i
| i
CROSS- REFERENCED TQ THE APPROFPRIATE 2
DEFIGIENCY) |

t

’ |
| !
’ |
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{F 221} | Continued From page 19 F 221}]

i

I

] : Interview with the Director of Nursing (DON), on ; i[
i May 15, 2012, at 2:15 p.m., in the DON office, ' i
: confirmed the facility did not perform a side rail I

" assessment, two slde ralls were In use when the !

i resident was in the bed and the facility failed to [
- obtain a physician's order for the side rails, |
- Resident #1 was admitted to the facllity on July 8 |
. 2008, with diagnoses in¢luding Quadriplegia, |
Mood Disorder, Seizure Disorder, and Bipalar {
Disorder. !

Medical record review of the MDS dated March
: 15, 2012, revealed the resident scored fifteen of
- fifteen on the Brief Interview for Mental Status
(BIMS) with intact cognitive skills, no memory
1 impairment and restraints were not Used.

. Medical record review of the Care Plan dated
; March 15, 2012, revealed "...8R (side rails) up
: {imes 2 to prevent...falling COB (out of bed)..."

f Medical record review of the Resident Plan of
Care Instructions, no date, revealed "...rastraint 2

’ bed rall..." |

Medacaf record review revealed no signed

' consent for use of the restraints, and no

| pre-restraint or side rail assessment Further
" medical record review revealed no Physician
Order for the use of the side rails,

: Review of the facility policy, "Restralnt Use",
‘revealed ", If evaluation shows the need for -
- physical restralnttl'le physician will be notified for l |

| direction/order...with use of any restraint the
resident must be observed q (every) 30 minutes |
}and position changed (at) least g 2 hours...Before |

FORM CMS-2587(02-90) Pravious Versions Obuclate Evonl ID: GaLS12 Facillty ID: TNT201 If continuation sheet Page 20 of 101
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{F 221} . Continued From page 20 {F 221}E
" any restraint orders are obtained, the following

steps must be completed and the need deemed
. nacessary. A restraint assessment, including

|
alternatives must be completed...” i
I

: Observation on May 15, 2012, at 8:00 a.m,, in the |
 resident’s room, revealed the resident lying on the |
i bed with the full side ralls on the bed and the bed
: rails in the up position bilaterally.

" Interview with the Director of Nursing (DON) on |
| May 14, 2012, at 11:30 a.m,, in the DON office,

. confirmed no pre-restraint assessment or side rail
: assessment had been completed and no

: Physician Qrder for side rail restraint,

- Resident #12 was admitted to the facility on
March 28, 2012, with diagnoses including i |
' Contusion to Knee, Diabetes Mellitus, and !

; Fibromyalgia.

' Medical record review of the MDS dated March
i 29,2012, revealed the resident scored a twelve
' of fifleen on the BIMS with) moderately impaired
i cognitive skills and bed rall restraints were used

daily. !
: _l

" Medical record review of the Care Plan last
. reviewed on April 4, 2012, revealed "...at risk for
{alls...side rails up x (times) 2...remind resident

1 not to stand without assist...”

1 Observation on May 9, 2012, at 8:00 a.m., in the

i resident's room, revealed the resident lying on the
! bed with the full side rails on the bed and the bed
' rails in the up position bilaterally.

Interview with the DON on May 14, 2012, at 11:30 i

-
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{F 221}’ Continued From page 21 .
am., in the DON office confirmed no pre-restraint
' assessment or side rail assessment had been
completed and no Physician Qrder for the side
 rail restraint, '

i
: |
- Resident #16 was admitted to the facility on :
: December 20, 1984, with dlagnoses including i
: Cerebral Palsy, Seizure Disorder, and ,
| Encephalopathy.

: Medical record review of the MDS dated March

' 15, 2012, revealed the resident was moderately
“impaired for decision making, is totally dependent
j' for all activities of daily living, and physical

- restraints (bed rail and trunk restraint) used dally, =

- Medical record review of the Care Plan noted as |
last reviewed on June 18, 2011, revealed

; "...restraints...low bed with padded rails...SR x

. (times) 2 when in bed..."

i Observation on May 9, 2012, at 8:30 a.m., in the l
. resident's room, revealed the resident lying on the
' bed with the full side rails on the bed and the bed

. rails in the up position bilateraily. ;

. Observation on May 15, 2012, at 11:30 a.m., in
- the activity room, revealed the resident sitting in a
: wheelchair with the shoulder straps in place.

. Interview with the DON on May 14, 2012, at 11:30;
"a.m., in the DON office, cenfirmed no

| pre-restraint or quartery restraint assessments
. had been completed.

| Resident #18 was admitted to the facillty on
| March 1, 2006, with diagnoses including Senile

i
{F 221}
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|
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{F 221}, Continued From page 22 {F 221)
: Dementia, Osteoarthritis, Osteoporosis,
| Psychosis, Hypothyroidism, and Depressive
; Disorder. |

1

: Medical record review of the MDS dated March 1,
: 2012, revealed the resident had short and long

| term memaory problems, required extensive

+ assistance with ambulation and activities of daily
,living, and used restraints daily.

 Medical record review of a Care Plan last
:reviewed on March 1, 2012, revealed "...side rails
. up times 2,.."

|
i |
: Medical record review revealed the resident had |
' no signed consent for the use of the restraints | !
; and no pre-restraint assessment and no side rail |
. assessment. Further medical record review I
i re}lfsealed no Physician Order for the use of side
rails.

, Medical racord review of a Nurse's Progress Note
; dated August 10, 2011, revealed "...resident

| crawled between foot board and bed

| rail...observed on floor..."

, Cbservations on May 14, 2012, at 1:00 p.m. and
 May 15, 2012, at 2:91 p.m., in the resident’s

| room, revealed the resident lying in bed with full
, side ralls on the bed and In the up position

. bitaterally,

| CIO #27265 #28092 #27636 #27230 :

{F 223} : 483.13(b), 483.13(c)(1)(i) FREE FROM {F 223}
$8=E . ABUSE/INVOLUNTARY SECLUSION

. The resident has the right to be free from verbal, |
' sexual, physical, and mental abuse, corporal
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|
{F 221} Continued Frorm page 22
: Dementia, Osteoarthritis, Osteoporosis,
| Psychosis, Hypothyreidism, and Depressive
: Disorder.

i

: Medical record review of the MDS dated March 1,
- 2012, revealed the resident had short and long

| term memory problems, required extensive
 assistance with ambulation and activities of daily

, living, and used restraints daily,

i Medical record review of a Care Plan last

i reviewed on March 1, 2012, revealed ",..side rails ]
rup times 2,." f
i
. Medical record review revealed the resident hag !
* no signed consent for the use of the restraints |
; @nd no pre-restraint assessment and no side rail
; assessment. Further medical record review

i re}:ealed no Physician Order for the yse of side

, rails.

, Medical record review of a Nurse's Progress Note
; dated August 10, 2011, ravealed "...resident

| crawled between foot board and bed

| rail,..observed on floor..."

 Observations on May 14, 2012, at 1:00 p.m. and
 May 15, 2012, at 2:11 p.m., in the resident's J
' room, revealed the resident lying in bed with full |

side rails on the bed and In the up position !

' bilaterally.

| C/O #27265 #28092 #27636 #27230 |

{F 223} 483.13(b), 483.13(c)(1)(i) FREE FROM
$8=E . ABUSE/INVOLUNTARY SECLUSION

] |
. The resident has the right to be free from verbal, |
- sexual, physical, and mental abuse, corporal

{F 221}

{F223}) F223 483.13(b), 483.13 (¢c) (1) (i)
Free From Abuse / Involuntary

Seclusion
i
]

.f

; 1\1’!\”’\\7/
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{F 223}, Continued From page 23 1
“punishrnent, and involuntary seclusion. !

. The facility must not use verbal, mental, sexual,
: or physical abuse, corporal punishment, or
{ involuntary seclusion,

| "This REQUIREMENT is not met as evidenced
L by,
gasad on mediocal record review, review of staff
! written statements, review of facfity policy,
| observation, and interview, the facilty failed to
, protect four (#1, #2, #3, #11) residents from
| abuse of twenty-seven residents raviewed. The
| facility's fallure to protect the residents from
- abuse placed resident #1, #2, in Immediate
' Jeopardy. (Immediate Jeopardy Is a situation in
. which the provider's noncompliance with one or
: more requirements of participation, has caused or
“is likely to cause, serious harm, Injury, impairment
. or death).

. The facility provided a Credible mlega{ion of
' Compliance on May 30, 2012, A revisit

i conducted on June 4 - June 5, 2012, revealed the |
- corrective actions implemented an May 30, 2012,
| removed the Immediate Jeopardy.

| Non-compliance for F-223 continues atan i o

i level citation (potential for more than minimal

" harm).
The findings included;

| Validation of the Credible Allegation of

| Compliance was accomplished ghroug_h medical
record review, observation, facllity policy review,

| and interviews with residents and facllity staff,

Fincluding administrative staff.

1

"1) After being informed of the

{F 228} facility’s failure to protect residents
| {rom abuse the following was put in

place:

Resident #1 - Changed resident’s |
Care Plan effective 05/16/2012: 1.
Deleted the approaches for his
disruptive behavior that allowed
resident to be placed in room with
door closed with wheelchair
disengaged, power cord removed
from chair 2. Changed resident’s
10:30 p.m. bedtime to allow him to
determine his own bed time. All
residents are permitted to go to bed
at their choice of time effective
05/16/2012 by MDS Coordinator.

Exhibit # 1

On 05/16/2012 the changes to
resident # 1°s Care Plan was

i verbally communicated to the

i nursing staff working on the 6 am. |
~2pm.,2-10pm,and 10 pm. -
6 a.m. shifts by the DON & MDS
Coordinator and all subsequent

shifts until the written revised care
plan was completed later on that :
day, 05/16/2012. 1
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[ On 05/16/2012, the Administrator
{F 228}; conducted a late investigation

| regarding resident # 1's allegation
 that employee’s husband blocked

{F 223} . Continued From page 24

| The facility provided evidence Resident #1's care
i plan was revised to eliminate involuntary

: seclusion and eliminate the 10:30 p.m., bedtime., him in his room and touched his
! farm.
' The facility provided evidence of care plan } ; . ;
! reviews to ensure appropriate behavioral | AS :;27_”_2 Insef‘ 1ce given by,
| inferventions and Residents were aliowed to ministrator to employees
, determine their own bedtime. spouse.
5 -Witness statement was added to the
i The facllity provided evidence Residents were abuse investigation form. A one on
. assessed for signs of abuse, complaints of one in-service was given to the

| abuse, and behavioral needs. -
| employee’s spouse by the

' The Medical Director evaluated all Residents with Administrator on 5/17/12.
) psychgacﬂvs; medications and Residents with _Employee’s spouse attended an in-
; eV doamenee service on abuse and neglect on
. The facility provided evidence the Gerlopsych 5027/12.
 provider consulted with Resldents with a history -On 5/29/12, the DON investigated
of impaired coghition, behavioral eplsodes, and/or | an allegation of abuse, using the
mentai iliness. _ )
: i new forms approved on 5/27/12,
- Licensed Practical Nurse #3 resigned before the including witness statements and |
. Director of Nursing implemented an ingiividual documented interviews. |
. counseling, The Director ;; Nu‘hrsgﬁg did rer;ort E
bps N
} Licensed Practical Nurse #3 to the Board ¢ : TET !
;  Nursing. | Exhibit # 35
' The facility provided gwdencg of i ingsezéces {t On 05/16/2012 the Administrator
related to po!lcles and procedures for Abuse (1o . o
' include reporting and investigating abuse cond‘?ed a 1_“23 lnﬁeftlgd‘ﬂon _ |
| immediately); Resident Rights; Safety (to include regarding resident #1’s allegation of
. Accidents and Supervision); Fall Investigation; an employee’s spouse making
: Care of the Resident with Seizures; Restraint threatening remarks to him.
Management. Behavior Assessment and
| Monitoring Frogram; and Social Services
| Assessment and History.
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F 223 | Employee no longer employed. Late
investigation revised and a witness
statement added.

Exhibit #3-revised

On 5/27/12, DON completed an
allegation of abuse utilizing the new
process for complaint investigations
which included verbal and written
employee and resident statements.

Exhibit #35

On 05/19/2012, the Administrator
conducted an investigation
regarding the housekeeping
supervisor’s comment about
resident # 1 looking in a mirror and
seeing a monkey. Corrective action
was noted on the investigation. One
on one in-service to Housekeeping
Supervisor 5/19/2012 by the
Administrator.

Exhibit # 4

The Abuse Investigation Policy &
Restraint Management Policy was
reviewed and revised by the DON
and Health Care Consultant on
05/28/2012 and these policies were

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {X6) DATE
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F 223

reviewed by the Health Care
consultant with the DON,
Administrator and Medical Director
emphasizing the elimination of the
use of seclusion, reporting abuse,
investigation of abuse, and of using
the Resident Abuse Investigation
Report Form.

Inservices conducted on 5/27/12-
5/30/12 to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12. Staff not in attendance will
no be able to work until in-services
are complete. DON/RN will oversee
in-services and report to QA/PI.

Exhibit # 5

Resident #2 & # 3

Resident #3 was discharged
12/14/10.

The DON implemented a Behavior
Assessment and Monitoring
program effective following
approval by the Medical Director on
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F 223 05/27/2012 and the QA committee
on 05/27/2012.

All residents admitted with a history
of impaired cognition problematic
behavior, or mental illness will have
a consultation with a Geriopsych
practitioner. This was addressed in
the revised Behavior Assessment &
Monitoring policy. This policy was
reviewed & approved by the
Medical Director and QA
commiftee on 05/27/2012.
Inservices conducted on 5/27/12-
5/30/12 to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12. Staff not in attendance will
no be able to work until inservices
are-.complete. DON/RN will oversee
inservices and report to QA/PL,

Exhibit # 6

All residents admitted to the facility
will have a Social Services
Assessment / History according to
facility policy. Administrator
reviewed with the Social Services
Coordinator on 05/17/2012. A one
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F 223 | onone inservice was conducted
with current Social Service
Coordinator on 5/17/12 by the
administrator.

Exhibit # 7
Resident # 11

On 05/16/12 the DON began the
process for counseling LPN #3
concerning her approach to Resident
#11 for inappropriate nursing
actions related to cleaning up feces
from floor. Employee resigned May
17, 2012 before actual counseling
was done. This incident was
reported to the Board of Nursing by
DON on 05/29/2012.

Exhibit # 8

2) The DON reviewed the
deficiencies stated in the 2567 to
identify in-services needed and to
address each tag cited. In-services
were conducted 5/15, 5/24, 5/27,
5/28 and 5/29 on —-Abuse
Investigations, Residents Rights,
Restraints, Safety, Fall
Investigation, Care of residents with
Seizures, and Behavior
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F 223 Management. Inservices were given
5/27/1-5/30/2012 to all RN’s,
LPN’s, CNA’s, Housekeeping,
Dietary, Social Worker, Maintance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists by DON and RN/BSN from
5/27/12-5/30/12. Staff not in
attendance will no be able to work
until inservices are complete.
DON/RN will oversee inservices
and report to QA/PI.

The following policies or
procedures have been changed to
address this deficiency practice:
-Use of Restraints

-Behavior Assessment and
Monitoring

-Side rail Evaluation on Admission
and Quarterly

-Abuse Investigation -
Resident Rights Guidelines for all
nursing procedures

Inservices conducted to RN, LPN’s,
CNA’s, Housekeeping, Dietary,
Social Worker, Maintance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists by DON and RN/BSN from
5/27/12-5/30/12. Staff not in
attendance will no be able to work
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F 223

until inservices are complete.
DON/RN will oversee inservices
and report to QA/PI.

Exhibit # 10

Teachable moments/in-services
were conducted by DON on 5/24
and 5/25/12

-Resident Rights and Dignity
-Restraints i.e.: Seclusion
-Abuse/Seclusion for Resident #1
-Accident and Supervision
-Behavior Management

Inservices conducted on 5/27/12-
5/30/12 to all RN’s, LPN’s, CNAs,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12, Staff not in attendance will
not be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit # 11

On 5/27/12 The Medical Director
evaluated and assessed all residents
with psychoactive medications or
residents with behavior diagnoses.
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F223 | The evaluation was also
documented in the Medical Record
on 5/27/12.

ADON/DON/MDS Coordinator
assessed all other residents for signs
of abuse, complaints of abuse, and
any behaviors needing a
consultation of the physician or
Geriopsych Consultant. This
assessment began on 5/15/2012,
completed on 5/27/12.

All residents care plans were
reviewed by MDS Coordinator for
appropriate behavior interventions.
This process began on 5/15/2012,
completed on 5/29/12,

3) The DON or designee will
monitor all behaviors weekly to
ensure residents care is managed
appropriately. A weekly behavior
template was added to Electronic
Medical Record System to capture
Behavior assessment for each
resident on 6/1/12.

Exhibit # 68
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F 223

Geriopysch Services.

monthly.

effective 5/15/2012.

A list of residents will be provided
to DON on each visit from

Resident #1 goes to mental health

Restraints will be monitored weekly
for four weeks until process is in
place and functioning efficiently,
then quarterly thercafter.

Abuse allegations will be
monitored and logged as received.

The DON/ MDS Coordinator/ PT
will monitor all falls. The
DON/designee will monitor all
restraints assessed and ordered by
physician to ensure that all residents
are safe by utilizing the least
restrictive measures possible. This
will be monitored for three months
and reevaluated at that time if
monitoring needs to continue with

approval from the QAPI Committee.

The DON/designee will monitor all
residents to ensure the absence of all
forms of abuse, including
involuntary seclusion. This was
begun on 5/29/12 and will continue
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_ ‘ weekly indefinitely to ensure all
i 223}: Continued From page 25 {F 223}| abuse has been investigated.

_Observation of the Residents throughout the
. follow-up visit revealed no Residents were
. involuntarily secluded; and there were no

| 4) The DON will report the
outcomes of abuse, behavior

. observations of Resident altercations. Facility management, and restraint

. staff provided diversion activities to behavioral monitori 5

! and wandering Residents: The facility e——— 10 ;helﬂ“‘m_ef ly }?API

; environment was calm with planned activities -ommittee and ulimately the

i taking place. : Administrator will report to the

” P P | Board quarterly. The next scheduled
 Interviews with Resident#1 and a random API Committ ing i

i Resident confirmed they have not been I- Sch adtsifiad & xzi Oﬁzmecmg 4
 involuntarily secluded and can go to bed at the B -

 time of their chaice.

|
. Interviews with random facility staff during the

i revisit confirmed they had recelved in-services

! related to Abuse, Restraint Management, and

! Behavioral Management;and how to repert and
| investigate allegations of Resident abuse; and

| how to care for the Resident who displayed

| aggressive or inappropriete behaviors and to

. report these behavioral ingidents.

The facility will remain out of compliance at an "E" |
! level until it provides an acceptable Plan of
' Correction to include monitoring to ensure the :
+ deficient practice does not recur and the facility's i
| corrective measures could be reviewed and

; evaluated by the Quality-Assurance Committee.
{F 226} 483.13(c) DEVELOP/IMPLMENT {F 226)
ss=F ABUSE/NEGLECT, ETC POLICIES

{ The facility must develop and implerent written
- policies and procedures that prohibit

| mistreatment, neglect, and abuse of residents

; and misappropriation of resident property.

|
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{F 223} Continued From page 25 {F 223}

. Cbservation of the Residents throughout the

. follow-up visit revealed no Residents were

. involuntarily secluded; and there were no

. observations of Resident altercations. Facility
. staff provided diversion activities to behavioral
* and wandaring Residents. The facility

; environment was calm with planned activities
l taking place.

!

Y L o

| Interviews with Resident#1 and a random {

! Resident confirmed they have not been i

, involuntarily secluded and can go to bed at the |
* time of their choice.

Interviews with random facllity staff dunng the
; revisit confirmed they had recelved in-services
i related to Abuse, Restraint Management, and
| Behavioral Management;iand how to report and
| | investigate allegations of Resident abuse; and
| how to care for the Resident who displayed
; aggressive or inappropriate behaviors and to
. report these behavioral incidents.

i
4
1
J

The facility will remain out of compliance atan "E"
' level until it provides an acceptable Plan of
. Correction to include monitoring to ensure the t
« deficient practica does not recur and the facility's
: corrective measures could be reviewed and
. evaluated by the Quality-Assurance Committee.
{F 226} ' 483,13(c) DEVELOP/AMPLMENT (F226) 1226 483.13( ¢) Develop/

SS=F ABUSE/NEGLECT, ETC POLICIES Implement Abuse/Neglect, etc.

t The facility must develop and implement written Policies. \g\m\\L
: policies and procedures that prohibit

| mistreatment, neglect, and abuse of residents 1) Resident # |
- and misappropriation of resident property. I —
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{F 228} Continuad From page 26

i
 This REQUIREMENT is not met as evidenced |
; by =
{ ayased on medical record review, review of the
: facility policy, review of personnel fiies,

i observation, and interview, the facility falled to
 thoroughly investigate allegations of abuse for |
; three (#1, #16, #11) residents of twenty-seven |
- residents reviewed, failed to check the abuse
 registry for six of six personnel files reviewed, and F
failed to in-service direct care staff on abuse in
: 2011 and no abuse in-services currently in 2012. |
i The facility's failure to thoroughly investigate f
' allegations of abuse placed residents #1, #16, j
: #11in Immediate Jeopardy. (immedlate |
| Jeopardy is a situatlon in which the provider's ;
! noncompliange with one or more requirements of l

: participation has caused or is likely to cause,
: serious harm, injury, impairment or death).

: The facility provided a Credible Allegation of

i Compliance on May 30, 2012, A revisit

| conducted on June 4 - June §, 2012, revealed the
 corrective actions 1mplsmented an May 30, 2012,
' removed the Immediate Jeopardy.

; Non-compliance for F-226 continues at an "F"
Ievel (potential for more than minimal harm),

i The findings included;

Vahdat{on of the Credible Aliegation of
| Compliance was accomplished through medical
‘ record review, observation, facility policy review,
and interviews with facility staff, including
administrative staff. Ir

The facility provided evidence the Abuse

| Investigation Policies and Proceduras were 1

f On 5/16/12 the Administrator
{F 226}I conducted a late investigation on the
allegann made by resident # 1 that
' the employee’s spouse blocked him
in room, touched his arm, and i
j threatened him. i
1-5/27/12-Inservice given by
| Administrator to employees’
{ spouse.
1 -Witness statement was added to the
i abuse investigation form. A one on
one in-service was given to the
employee’s spouse by the
Administrator on 5/17/12.
-Employee’s spouse attended an in-
: service on abuse and neglect on
5/27/12.
-On 5/29/12, the DON investigated
an allegation of abuse, using the
new forms approved on 5/27/12,
' including witness statements and
documented interviews.

Exhibit # 2
Exhibit #35°

On 05/16/2012 the Administrator
conducted an investigation
regarding resident #1°s allegation of
an employee’s spouse making
ithreatening remarks to him.

|
|
:
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-Witness statement was obtained
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{F 226}; Continued From page 27
"revised, to include an improved incident reporting |
'process to capture abuse ingidents, for imptoved e
 tracking of abuse, and to ensure investigation, Bxhilbitived-Tevised !

i : ;

| The facility provided evidence allegations of 5/27/12-Inservice given by !
i abuse were investigated according to the revised Administrator to employees’ 1
Abuse Investigation Policy and Procedure, S X |

pouse.

i | Licensed Practical Nurse #3 resigned before the ! : . r
i Director of Nursing implemented an individual Exhibit #2 j

; counseling, The Director of Nursing did report i

I
' lI;Jk:\‘ansnat:! Practical Nurse #3 to the Board of On 5/16/12, the Administrator ;
ursing . S

| conducted a late investigation

- The facllity provided evidence of completed regarding resident #1 allegation that

' Abuse Registry Checks on all currently employed another employee’s spouse was
facility staff, The facility is Using a new process making threatening remarks to him. |

1 to conduct background checks, to include abuse |
- registry checks, which is being completed by the |
: facility's Office Manager. Employee no longer employed. Late
The facility provided evidence each employes's lnvesn%d‘.uyon revised and a witness
attendance for mandatory in-services, conducted statement added.
. twice each year, are being documented and

, tracked. Exhibit # 3-revised

' The facility provided evidence of care plan _ ;

: reviews 1o ensure appropriate behavioral Reported to staff al!c?gatlons of ‘

| interventions and Residents were allowed to another resident having grabbed hiny
i determine their own bedtime, on July 7, 2011. This was

: investigated by previous DON and

: The facliity provided evidence Residents were . Ly :
| assessed for signs of abuse, complaints of noted in resident’s medical record
| abuse, and behavioral neads. on July 7, 2011. Attached are the

|
progress notes of the investigation |
|

‘. The Medical Direstor evaluated all Residents with
= psychoactive medications and Residents with e
1 behaworal diagnoses: and the Gerlopsych Exhibit # 12
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F 226
Resident #16

On 2/19/12, MDS Coordinator
entered a note in medical record
noting inappropriate feeding by

intervened and replaced family

inappropriately at the time of no
occurrence.

Exhibit # 13

been reviewed and revised on
5/27/2012 by the DON, and
approved by Medical Director,

abuse incidents on the facility’s

CNA'’s, Housekeeping, Dietary,
Social Worker, Maintenance,

5/27/12-5/30/12. Staff not in
attendance will no be able to wo
until inservices are complete.

family member. MDS Coordinator

member who was feeding resident

Abuse investigation policies have

Administrator, and QA Committee
5/27/12. On 5/27/12, DON revised
Incident reporting process to capture

Incident Report form to improve
tracking and ensure investigation.
Inservices given to all RN’s, LPN’s,

Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists by DON and RN/BSN from

S

ted

rk
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DON/RN will oversee inservices
and report to QA/PI.

Exhibit # 5
Resident # 11

On 05/16/12 the DON began the
process for counseling LPN #3
concerning her approach to Resident
#11 for inappropriate nursing
actions related to cleaning up feces
from floor. Employece resigned May
17, 2012 before actual counseling
was done. This incident was
reported to the Board of Nursing by
DON on 05/29/2012.

Exhibit # 8

Abuse investigation policies have
been reviewed and revised on
5/27/2012 by the DON, and
approved by Medical Director,
Administrator, and QA Committee
5/27/12.

On 5/27/12, DON revised Incident
reporting process to capture abuse
incidents on the facility’s Incident
Report form to improve tracking
and ensure investigation. Inservices
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F226 | giventoall RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintenance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12. Staff not in attendance will
no be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit #5

Upon notification that there were six
employees with no abuse checks
conducted, on 5/16/12, the Office
Manager began obtaining abuse
registry checks which were
completed on 5/28/12.

The documentation and tracking of
employee attendance at mandatory
in-services 1.e. abuse attendance and
other in-services were evaluated by
the DON and a new process was
implemented on 5/29/12. Each
employee will have an attendance
record with the mandatory in-
services typed on the attendance
record form with attendance date to
be recorded when in-service is
attended. The DON will conduct
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mandatory in-services at least twice
a year to ensure an opportunity for
employee attendance.

DON/Office Manager will oversee
inservices and report to QA/PI.
Inservices given to all RN’s, LPN’s,
CNA’s, Housekeeping, Dietary,
Social Worker, Maintance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists by DON and RN/BSN from
5/27/12-5/30/12. Staff not in
attendance will not be able to work
until inservices are complete.

Exhibit# 16

2) The DON reviewed the
deficiencies stated in the 2567 to.
In-services were conducted 5/15,
5/24, 5/27, 5/28 and 5/29 on —Abuse
Investigations, Residents Rights,
Restraints, Safety, Fall
Investigation, Care of residents with
Seizures, and Behavior
Management. In-services were
given to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Admunistrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
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Fa26 | 5/30/12, Staff not in attendance will
not be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit # 15
Exhibit #9

The following policies or
procedures have been changed to
address these deficient practices:
-Use of Restraints

-Behavior Assessment and
Monitoring

-Side rail Assessment on Admission
and Quarterly i

-Abuse Investigation

-Resident Rights

— Guidelines for all Nursing
Procedures

All in-services given to all RN'’s,
LPN’s, CNA’s, Housekeeping,
Dietary, Social Worker,
Maintenance, Activities Director,
Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12. Staff not in attendance will
not be able to work until in-services
are complete. DON/RN will oversee
inservices and report to QA/PL

.
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F 226 Exhibit #10

Teachable moments/in-services for
licensed staff were conducted by
DON on 5/24 and 5/25/12 on the
following topics:

-Resident Rights and Dignity
-Restraints i.e. Seclusion
-Abuse/Seclusion for Resident #1
-Accident and Supervision
-Behavior Management. Inservices
given to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12. Staff not in attendance will
not be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit #11

On 5/27/12, the Medical Director
evaluated and assessed all resident
with psychoactive medication
and/or residents with behavior
diagnoses. The evaluation was
documented in the resident’s
Medical Record on 05/27/12.
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F226 | All resident’s care plans were
reviewed and revised for
appropriate approaches/
interventions for abusc and
seclusion and resident rights by the
MDS Coordinator. This process
was begun 5/16/12 and completed
on 5/29/12. All other residents were
assessed for S/S of abuse by MDS
Coordinator/ DON/ADON,
completed 5/29/2012.

On 5/29/11 the Administrator
changed the company conducting
background checks to a new instant
National Criminal Background
Check-Sentrylink. The changes
were made to expedite receiving
results of requested background
check and National Sex offenders’
registry.

On 5/27 and 5/28 all employees
files were checked for abuse, and
other required checks by the Office
Manager.

3) On5/27/12, DON has
developed a log to ensure capturing
of all abuse complaints for timely
investigation. . A new form for

[XB) DATE
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| Accidents and Supervision); Fall Investigation; monitored by the Administrator
: Care of the Resident with Seizures; Restraint monthly.
i Management, Behavior Assie;:ssmsent and !
Monitoring Program; and Social Services } . .
! Assessment and History. The employee's 4) The DON will report the
| spouses were in-serviced by the facility's oulcomes_ot abuse investigations,
: Administrator, abuse registry checks to the
ok tion of the Residents thioughout the I quarterly QAPI Committee and
| Observation of the Resi . e ;
| fotlow-up visit revealed facility staff interacted ultimately the Administrator will
i appropriately with the Residents, according to report to the Board quarterly. The
, facility Abuse Policies and Procedures. next scheduled QAPI Committee
’ : ing i 2
i Interviews with random facility staff during the j Poeetng s scheduled 6/20/1
\ revisit confirmed they had received in-services '
| related to Abuse, Restraint Management, and !
| Behavioral Management, and how to report and i
 investigate allegations of Resident abuse; and i
. how to care for the Resident who displayed
! aggressive or inappropriate behaviors and o
 report these behavioral incidents. |
E 1] HEn I
| The facility will remain out of compliance at an "F
i level untll it provides an acceptable Plan of
| Correction to include monitoring to ensure the
| deficient practice does not recur and the faciilty's
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- provider consulted with Residents with a history
of impaired cognition, behavioral episodes, and/or
i mental illness,

, The facility provided evidence of in-services

' related to pollcies and pracedures for Abuse (to

L include reporting and investigating abuse

i immediately); Resident Rights; Safety (to include
Ascidents and Supervision); Fall Investigation;

1 Care of the Resident with Seizures; Restraint

i Management, Behavior Assessment and
Monitoring Program; and Social Services

' Assessment and History. The employee's

| spouses were in-serviced by the facility's

: Administrator,

| Dbservation of the Residents throughout the

; follow-up visit revesled faeility staff interacted
i appropriately with the Residents, according to
facility Abuse Policies and Procedures,

i Interviews with random facility staff during the

' revisit confirmed they had received in-services

| related to Abuse, Restraint Management, and

| Behavioral Management, and how ta report and
 investigate allegations of Resident abuse, and

" how to care for the Residant who displayed

! aggressive or inappropriate behaviore and to

! report these behavioral incidents. 4

i The facility will remain out of compliance at an "F"
i level untll it provides an acceptable Fian of
| Corregtion to include monitoring to ensure the
! geficient practice does not recur and the facility's
. corrective measures could be reviewed and
| evaluated by the Quality Assurance Committee.
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' manner and In an environment that maintains or feedm@? Resml'e B 6_ i g ]
 enhances each resident's dignity and respect in + DON 1n—serv1c§d her on the proper
| full recognition of his or her individuality. i | way to feed residents on 5/15/12.
‘ The DON or designee conducted an
. . m-service with all RNs, LPNs and
J ‘g:.rs REQUIREMENT is not met as evidenced CNAS on the proper way to feed
' Based on medical record review, observation, ! residents — not standing and free |
: and interview, the facllity failed to iprcudr:'it:;t\a care | | from interference from other i
! that raintzined or enhanced dignity during a ; . — e sy
' meal time for two residents (#16 and #23) of | | residents/ policy “Quality of Life ~ |
twenty-seven residents reviewed, ! : Dignity” on 5/24/12 & 5/28/12. ‘
; ; . Any RN, LPN & CNA who have |
: The findings included: i not attended the above in-service |
| Resident #16 was admitted to the facility on cannot work until they have
' December 20, 1984, with diagnoses including attended an in-service on feeding
i Cerebral Palsy, Selzure Disorder, and residents,
. Encephalopathy.
| Medical record review of the MDS dated March Exlibitaos
+ 15, 2012, revealed the resident was moderately
!impaired for decision making and was totally 2) On 5/15/12 to 5/29/12 all other
! dependent for all activities of daily iving and residents who required assistance
; eating. | with feeding were observed by
| Observation on May 15, 2012, at 8:00 a.m., in the DON or designee for use of proper
- activity room, revealed the resident in the activity feeding technique. This policy will
| room, sitting in the wheelchair t;gisng fed breakfast be in-serviced quarterly for the next
! by Certified Nurse Aide (CNA) #16. 6 months beginning with 6/1/12 to
: Observation on May 15, 2012, at 8:10 am,, in the all RNs, LPNs and CNAs.
| activity room, revealed CNA #16 standing in front
- of Resident #16 feeding the resident. Exhibit #70
- Resident #23 was admitted to the facllity with |
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' for eating, no swallowing disorder, obvious or i ety e
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. mechanically altered diet. : orientation of new employees ]
: beginning 6/1/12. The DON or |
i Obs?é;"aﬁ"“ an Ma};eLshZD;dzl T;;gi;mél ‘ir?ame designee will monitor residents ;
; activity room, revea esiden i I :
: wheel chair, CNA #16 standing in front of ran@oml{; for any V1old}xons of !
: Resident #23 feeding the resident with a sixty 6o | Resident’s dignity. This was begun |
! (cublc centimeters) syringe and Resident #16 on 6/1/12 and will continue monthly
poking Resident #23 in the head with finger. for 3 months then as needed to f
( Interview with the Director of Nursing (DON) in ensure compliance has been 5‘
: the activity room, confirmed the facility failed to . achieved. !
: maintain or enhance dignity dufinig dining for two ! ‘
i Ragidents #16 and #23, the activity room was . ON wi ¢
' small and the staff must stand ta feed the Y Lied thmll report hel
| residents. outcomes to ) € next qual_'ter Y
{F 242}  483.15(b) SELF-DETERMINATION -RIGHT TO | {F 242}/ QAPI Committee and ultimately the |
$s=0 ' MAKE CHOICES Administrator will report to the
: Th dart hais tia Fiaht 1o shaoss activities Board quarterly. The next scheduled .
' The resident has the rig ; NN
 schedules, and health care consistent with his or ! QAPI meeting is scheduled for
" her interests, assessments, and plans of care; i 6/20/12. |
+ interact with members of the community both
!Inside and outside the facility; and make choices
about aspects of his or her life in the facility that
 are significant to the resident.
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' Byasad on medical record review, observation,
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DEFICIENCY)

{F 241} : Continued From page 30
: diagnoses including Dementia, and Osteoporosis, |

: Medical record review of the MDS dated March

i 15, 2012, revealed the resident was severely

: impaired for daily decision making, inattention

i continuously present, totally dependent on staff

. for eating, no swallowing disorder, obvious or

t likely cavity or brokan naturai teeth, and was on a
; mechanically altered diet.

: Observation on May 15, 2012, at 8:05 a.m., in the

. activity room, revealed Resident #23 sitting in a

: wheel chair, CNA #16 standing in front of

: Resident #23 feeding the resident with a sixty ¢¢

! {cublic centimeters) syringe and Resident #16
poking Resident #23 in the head with finger.

i Interview with the Director of Nursing (DON} in
; the activity room, confirmed the facility failed to .
: aintain or enhance dignity duting dining for two
i Residents #16 and #23, the activity room was
: small and the staff must stand to feed the
| residents.
{F 242} 483.15(b) SELF-DETERMINATION - RIGHT TO |
5s=0"' MAKE CHOICES

i The resident has the right to choose activities,

" schedules, and health ¢care consistent with his or

" her interests, assessments, and plans of care;

i interact with members of the community both

i inside and outside the facility; and make choices
about aspects of his or her life in the facility that

 are significant to the resident.

| This REQUIREMENT is not met as evidenced

by: . .
Based on medical record review, observation, |

{F 241}

{F 242}| F242 483.15(b) Seif-

Choices
|
i Resident #1

Determination — Right to Make

1) The MDS Coordinator changed
Resident #1°s care plan from a set
bed time of 10:30 to allow resident a
choice of bed time, This was done |
| on 5/16/12. The MDS Coordinator |
| reviewed the revised care plan with

L\

|
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M MMARY STATEMENT OF DEFICIENCIES o] PROVIDER'S PLAN OF CORRECTION 65
ZOI0 1 EaCH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTVE AGTION SHOULD BE | coubLEnon
f REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFPPROPRIATE
TAG DEFIGIENCY)
: | Resident on 5/16/12 and then
{F 242} , Continued From page 31 {F 242}

; and interview, the facility failed to allow one
. resident (#1) to make choices of twenty-seven
: residents reviewed,

The findings included:

; 2008, with diagnoses in¢luding Quadripl_egia.
: Mood Disorder, Seizure Disorder, and Bipolar
- Disorder.

| Medical record review of-the Minimum Data Set

| (MDS) dated March 15, 2012, revealed the
resident scored fifteen of fifteen on the Brief

| Interview for Mental Status (BIMS) with intact

' cognitive skills and no memory impairment.

| Modical record review of the Care Plan dated

| outside of room..."

; Medical record raview of a Behavior Note dated
| October 19, 2011, at 10:45 p.m,, revealed
v instructed resident of care plan that states

: a,m.) first gets here...said no didn't have .
' to,..restated we need to follow care plan...

. Medical record review of a Nurse's Note dated
! (wheelchair) still disengaged (remove

+ plan is on third shift...been primarily sleeping in
' ghair all moming..."

| Medical record review of a Behavior Note dated

' Resident #1 was admitted to the facliity on July 8,

: Mareh 15, 2012, revealed “...to go to bed at 11:30
! pm...allow to make choiges...not allowed to curse

: needs to go to bed when 3rd shift (10 p.m. -6:00

_October 20, 2011, at 12:00 p.m., rfevealed "...W/C

 battery)...C/O (complains of) not being taken care |
: of...did want to lay down which according to care

‘| MDS Coordinator for any set times

changes by memo and verbally to
all RNs, LPNs & CNAs. Any RNs
& LPNs who have not
acknowledged reading the above
memo cannot work until they have
signed the in-service sheet stating
they have read the memo.

|
|
]
1
1
i
communicated the care plan ‘
I
|

2) On 5/15/12 all other residents’
care plans were reviewed by the

for bed time. No other residents had
set times for bed. The policy
“Quality of Life - Dignity” was
provided to each RN & LPN on
6/1/12 to reinforce the in-service
conducted on 5/29/12.

Exhibit #71

3) The MDS Coordinator will
monitor all care plans for
appropriate interventions beginning
5/29/12. This policy “Quality of
Life - Dignity” will be in-serviced
quarterly for the next six months
then as needed to ensure compliance
has been achieved. This policy will
be part of orientation for new
employees beginning 6/1/12.

]
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|

A6 ! |

{F 242} : Continued From page a2
{March 2, 2012, at 11:30 pim., revealed "...asked
' resident if...wanted to go to bed...told to get out
 of...F00M .. per...care plan...needed to go to
bed.."

' Observation and interview with the resident on

| May 7, 2012, at 10:45 a.m,, in the resident's

| room), revealed the resident sitting in @ motorized
| wheelchair, Interview at this time revealed the

' facility had given the resident a bedtime of 10:30
* p.m., ahd the resident does not want to go to bed
cat 10:30 p.m.

" Interview with the Director of Nursing (DON) on

. May 8, 2012, at 2:30 p.m., in the front office, .

. confirmed the facility had given the resident a !
bedtime {when 3rd shift arrives), it is care

. planned, and the staff had been instructed to

 follow the care plan. Continued Interview at this

"time confirmed if the resident refuses to go to bed

 when 3rd shift arrives, the resident must wait unti

i the staff complete the first round (checking all

' residents) and the resident does not have a

i choice when the resident goes to bed.

l. Interview with the DON on May 14, 2012, at 8:45
: a,m., in the DON office, revealed the residant

! requested to go to bed on October 20, 2012, at
12 noon, the resident was informed according to
! the Care Plan bedtime was on third shift and the
! fagility failed to allow the resident a cholce of

. when to go to bed.

2501 483.15(g)(1) RO
{F$$=é ' RELATED SOGIAL SERVICE

} The faclity must provide medically-related social

|
!
l
[

(F 242}i 4) The MDS Coordinator will
monitor care plan updates for
correct and appropriate

| interventions quarterly. This was

i begun on 5/29/12 and will continue
monthly for 6 months then as
needed to ensure compliance has
been achieved. The MDS

1 Coordinator will report the
outcomes to the next quarterly

| QAPI Committee and ultimately the
| Administrator will report to the

| Board quarterly. The next scheduled
! QAPI Committee meeting is
16/20/12.

|
|

{F 250}
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(EACH DEFICIENCY MUST BE PRECEOED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

X410
PREFIX '
TAG !

-
PREFIX |
TAG

i

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROBRIATE
DEFIGIENGY)

5
COMPLETION
DATE

{F 242} : Continued From page 32
{ March 2, 2012, at 11:30 pim., revealed "...asked
; resident if...wanted to go to bed...told to get out
1 of...room...per...care plan...needed to go to ;
: bed,." :

I

. Observation and interview with the resident on

i May 7, 2012, at 10:45 a.m., in the resident's

| room, revealed the resident sitting in a motorized
i wheelchair, Interview at this time revealed the
 facility had given the resident a bedtime of 10:30
' p.m., and the resident does not want to go fo bed

- at 10:30 p.m.

« Interview with the Director of Nursing (DON) on

. May 8, 2012, at 2:30 p.m., in the front office,

- confirmed the facility had given the resident a
bedtime (when 3rd shift arrives), it is care

i planned, and the staff had been instructed to

- follow the care plan. Continued Interview at this

. time confirmed if the resident refuses to go to bed

‘ when 3rd shift arrives, the resident must wait untll

i the staff complete the first round (checking all

! residents) and the resident does not have a

i choice when the resident goes to bed,

} Interview with the DON on May 14, 2012, at 8:45
i a,m., in the DON office, revealed the resident

! requested to go to bed on October 20, 2012, at

: 12 noon, the resident was informed according to
{ the Care Plan bedtime was on third shift and the
! facility failed to allow the resident a cholce of

. when 10 go to bed.

| GIO #27265 #28092
(F 250) 483.15(g)(1) PROVISION OF MEDICALLY
ss=p° RELATED SOCIAL SERVICE

% The fachity must provide medically-related social

{F 242)i
1'

{F 250}

F250 483.15(g)(i) Provision of

I_Mcdically Related Social Service
|

W\
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R
44E200 BAMNG 06/05/2012
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F ENCIES PROVIDER'S PLAN OF CORRECTION )
PReEX . (EACsa:J 'és”%’???‘éﬁ%?’ﬁb“?r’é? PF?EEgE’gEg BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG cnomerea&gg&g g{f}E APPROPRIATE DATE
: : i 1) Upon being made aware that
{F 250} ; Continued From page 33 | {F250}; Resident #1 did not have quarterly |
: :f;wcesbfz lamtu;is? cgi Tna;r;gilngzz r;g;*gsocia' 1 1 Social Services assessment, the i
 well-being of each resident. } ; iﬂ?&l:gzg;g‘;i‘li‘i hezigr |
! J Coordinator. The Social Service
; : : Coordinator completed the quarterly
; I;"is REQUIREMENT is not met as evidenced | assessment on Resident #1 on
| Based on medical recard review, observation, f 5/21/12. On 5/ ] 7/12, the
{ and interview, the factlity failed to provide social Administrator in-serviced the Social
 services adequate to meet the H%Edst of or;e " Service Coordinator on the .'
i (#1)resident of twenty-seven residents reviewed. | regulatory requirements for
;ThaﬂndMQsinduded: admission, significant changes, and
E N quarterly notes needed for each
. Resident #1 was admitted to the facm!.y on July 8, resident.
- 2008, with diagnoses including ngdnplegu‘a.
j i , Seizure Disorder, Depression, !
}r:ﬁgtgl:z?gipgigﬁsisoréen ' 2) On5/15/12 to 5/29/12 all other |
; ) ! i residents were review for need of
; h&egsmi feGthdﬁ Fe“::‘*’ﬁ“;%‘fzmgg:ﬂ;:;: thgga Set | quarterly assessment by the Social
datEd arc ) 1 r" 1 . !
s ﬁeside)nt scored fifteen of fiftean on the Brief Scr} ice Coordlpator: No other o
i Interview for Mental Status (BIMS) with intact | residents were identified as needing |
" cognitive skills, no memory impairment verbal | a quarterly note.
' behavioral symptoms directed tov;ar{tli om;rs ! !
! four to six days per week (less than e :
: :g.;;)r.r 231 dorL;;ectif:n off:algs occurred four to six 3)' The ngal Servu':c Coordinator
* days per week (less than daily). Continued will monitor for delinquent
; review of the MDS revealed the resident required quarterly notes on a monthly basis.
| total staff assistance for transfers, and activities A log will be maintained of
; of daily iving, residents with dates of next
| Medical record review of an Interdisciplinary Care assessment due. The Social Service
| Plan, dated March 15, 2012, revealed "...problem: Coordinator will provide a copy of
- behavior.., in.ap!pr DP"a::{:g;‘t‘Fg:':er il log to administrator on a quarterly
[gg;?"gg;’saﬂ:g;eﬁe n basis beginning 6/1/12. !
: ana e I
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STATEMENT OF DEFIGIENCIES 1) PROVIDERISUPPLIE ) DATE 5L |
AND PLAN OF CORRECTION o) IDENTIFICATION NUN%%QL? URRIMERYITLE CORRITRETION ) 2@};%5&‘#";;,’,5"
A BUILDING
MEN b usm?rzo-lz
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LAURELBRQOK SANITARIUM 114 CAMFUS DRIVE
DAYTON, TN 37321
(XD SUMMARY STATEMENT OF DEFIGIENCIES N PROVIDER'S PLAN OF CORRECTION )
EACH DEFICIENCY MUST BE PRECEDED 8BY FULL )
P?EGFIX 1 R(EG!JLATORY OR LSC IDENTIFYING INFORMATION) Pﬁfclx [ c;{%;%‘};“&?&&ﬁ?ﬁ Fg’#&&ﬁ%‘?ﬁﬁg o
| ! DEFICIENGY)
] 7
; r i ]
{F 250} ; Continued From page 34 F 250}{ The Administrator will monitor i
| . . .
i Medical record review revealed no Social | gemd_e nts randomly for Social !
: Services Progress Notes from September 2011 ervices notes. This was begun on
| to May 16, 2012. 6/1/12 and will continue monthly
‘ Moiiical T S 5 | for 3 months, then as needed to |
: record review of a Nurse's Note da i ;
 September 20, 2011, at 5:25 am., revealed "...Pt i ‘ en;gre filomphanc:e has baen
. (patient) upset started cussing,.." | ’ g
 Medical record review of  Nurse's ot dated % ' 4) The Social Service Coordinator
. October 20, 2011, at 12:15 a.m,, reveaied "yelling i | will report the outcomes of
f RO Ul from et i : completed assessments to the
' Medical record review of a Nurse's Note dated quarterly QAPI Committee and
: March t?' 201t2. at8:04 p.ml.),| retveha!ed - ultimately the Administrator will
1 "...continues to curse...unable to have 's
 help...at this time due to...behaviors..." ;zi(sl:;}?egﬁ ciogigfgcmrg] ‘itzel;e
I Interview with the Director of Nursing on May 16, meeting is scheduled 6/20/12.
! 3012, at 8:40 a.m., in the front office, revealed
i Resident #1 was known to curse, place demands
| on the staff, and this frequently upset other
' residents. Interview continued and confirmed a
| behavior management program had not been
| established for the resident.
| Telephone interview with the Nurse Practitioner
' #4 on May 15, 2012, at 3:12 p.m,, confirmed
! Resident #1 was diagnosed with Depression,
i Mood Disorder, Anxiety, and Bipolar Disorder,
| Continued interview confirmed the resident had
| frequent episodes of cursing the staff and no
: formal behavior management program had been
 established for the resident by the
Interdisciplinary Team including nursing, ;
' Psychiatric Services and Social Services.
. Interview with the Social Service Director on May
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%) ID SUMMARY STATEMENT OF DEFICIENCIES | { PROVIDER'S PLAN OF CORREGTION x5
PREFIX . (EACH DEFICIENCY MUST BE PRECEDED BY FULL ‘ PREFIK ! {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TQ THE APPROPRIATE DAYE
i DEFICIENCY)
: | }
{F 250} | Continued From page 35 {F 250} ;
1 14, 2012, at 3:30 p.m., in the physical therapy
afﬂce. confirmad had been aware of the J
res:dent's behaviors; aware of intervention of i
 seciusion for behaviors: had never addressed the
| residents behaviors; the resident attends
: Community Mental Health Center off the campus; |
anﬁ the Social Service Director had no contact
| with the mental health center, i
|
| CIO #27265 #28092
{F 278} : 483.20(g) - (j) ASSESSMENT {F 278} F 278 483.20 (g)-(j) Assessment
! 6/(p/12
S8=E : ACCURACY/COORDINATION/CERTIFIED i Accuracy/ Coordination/ Certified
. The assessment must accurately reflect the ]
: resident's status. 'l Resident #1, #13, #16, #2, #4, &
' #14
: A registered nurse must conduct or coordinate |
| each assessment with the appropriate - y
, participation of health professionals. 1) The MDS Coordinator changed
! ' the above Resident’s MDS and Care
. A registered nurse must sign and certify that the Plan to reflect current status. This
; assessment Is completed. was done on 5/16/12 — 5/29/12. The
; Each individual who completes a portion of the MDS Coordinator corrected the
| assessment must sign and certify the accuracy of MDS Assessments on the above
| that portion of the assessment. residents on 5/15/12 to 5/29/12 and
{ Under Medicare and Medicaid, an individual who mOdlﬁ?d their care plan
| willfully and knowingly certifies a material and i accordingly. On 5/29/12 the MDS
: false siatement in a resident Iasss;ssrtnent i - Coordinator then communicated the
: subject to a eivil money penalty of not more than I
I $1,000 for each assessment; &r an individuat who ;a;fs P ij; h;n%egky D toall !
i willfully and knowingly causes another individual 5 s s giving !
i o certify a material and false statementin a Residents an opportunity to change |
i resident assessment is subject to a civil money their plan of care. Any RNs, LPNs,
: penalty of not more than $5,000 for each & CNAs who have not
| assessment. | acknowledged reading the above
I
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R
44E200 ki 06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
114 CAMPUS DRIVE
LAURELBROOK SANITARIUM DAYTON, TN 37321
: MMAR TEMENT OF DEFICIENCIES D PRQVIDER'S PLAN OF CORRECTION (X%)
D | (EAGH OEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX FACKCORRECTVE ACTION SHOULOBE | cousueron
Pﬁis ' REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROS&REFEREgg'EI?:IEﬁcn APPR |

; | memo cannot work until they have
{F 278} ' Continued From page 36 {F 273]: signed the in-service sheet stating

, Clinical disagreement does not constitute a ! they have read the memo.
- material and false statement.

f - Exhibit #72, 73

| |
" This REQUIREMENT is not met as evidenced ;
 by: i | 2) On 5/15/12 all other residents’

Y-
' Based on me?iiacai‘argiﬁ‘g% T?Véet“; :r?sst?rgaﬂon' ‘ MDS Assessments and care plans
and interview, the aile :
; racy of the Minimur Data Set (MDS) for six F were rf—:\ched by the MDS
i residents (¥#1, #13, #16, #2, #4, and #14) and + Coordinator for needed changes.
| failed to complete a feeding assessment for two No other residents needed changes.
| residents (#23, and #24) of twenty-seven On 5/29/12 the MDS Coordinator
~residents reviewed. then communicated the care plan
' The findings included: changes by memo to all RNs, LPNs
: N & CNAs giving Residents an
| Resident #1 was admi“ﬁ? é?ntgﬁffﬂ%gziguw 8, opportunity to change their plan of
: iagnoses inclu '
! ﬁﬂ%ooaci g}g‘ofd'aeﬁ Selzure Disorder, and Bipolar care. Any RNs & LPst who have
; Di order, not acknowledged reading the above
¢ the MDS dated March : memo cannot work until they have
ical record review of the e i in-servi i
I;ﬂ&edz 15 revealed theiresidant saome feen ol sllgneld the in ;ell'lwce sheet stating
- fifteen on the Brief Interview for Mental Status 1 they have read the memo.
' (BIMS) with intact cognitive skills, no memary _
! impairment and restraints were not used. 3) The MDS Coordinator will
: - Continued review of the MES ?g:??;g?dggt - | monitor all MDS Assessments and
. diagnosis for seizure disorder ) | care plans for appropriate data and
| Medical record review of the Care Plan dated interventions beginning 5/29/12. A
 March 15, 2012, revealed "...SR (side rails) up trending report was developed for
| times 2 to prevent,..fafling OOB (out of bed)... reporting to the QAPI Committee.
| Medical record review of Resident Plan of Care The MDS Coordinator will monitor
! Instructions no date revealed "...restraint 2 bed MDS Assessments and care plans
! rails,..” for correct and appropriate data and

interventions quarterly. This was

' Medical record review of Physician Recapitulation I
: Fociity I0: TNT201 I continuation sheet Page 37 of 101

FORM CMS-2567(02+99) Previpua Verslona Obsalola Event ID:GOLS12



From:

2012-06-07 15:42 DCO547PM13501
DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

06/20/2012 13:25 #414 P.066/079

8652125642 >> 4237756346 P 417118

A L IR LY AV TN TEVE TS

FORM APPROVED
OMB NO. 0938-0391

LAURELBROOK SANITARIUM

STATEMENT OF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA (%2) MULTIPLE CONSTRUCTION (X2) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
B. WING R
| 44E200 : 06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADBDRESS, CITY, STAYE, ZIP CODE

114 CAMPUS DRIVE
DAYTON, TN 37321

I
)
¥
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. Orders dated May 2012, revealed "...DX;
. {diagnoses) Seizure Disorder...”

- Observation on May 8, 2012, at 8:00 a.m., in the
. resident's room, revealed the resident asleep,
"lying on the bed, the side rails up times two, and
: the call light in place,

. Resident #13 was admitted to the facility on

+ November 5, 2009, with diagnoses including

' Sejzure Diserder, Chronic Pain, and Congestive
| Heart Failure.

 Medical record review of the MDS dated February !
123, 2012, revealed the resident had long ferm |
: memory problem, and required supervision for |
| activities of daily living. Continued MDS review
| revealed no diaghosis for Seizure Disorder for
; Resident #13.

: Medical record review of the Care Plan dated
| February 23, 2012, revealed *...séizures. . resident
 will remain free of injury..."
I

Medical record review of Physician Recapitulation
: Orders dated May 2012, revealed "...DX:
! (diagnoses) Seizure Disorder...”

r Resident #16 was admitted to the facility on

 December 20, 1884, with diagnoses Including

" Cerebral Palsy, Seizure Disorder, and
Encephalopathy.

!I Medical record review of the MDS dated March
' 15, 2012, revealed no diagnosis for Seizure

- Disorder.

| Medical record of the Care Plan dated last review

begun on 5/29/12 and will continue

{F 278} quarterly,

!
4) The MDS Coordinator will |
report the outcomes to the next J
quarterly QAPI Committee and
ultimately the Administrator will
: report to the Board quarterly. The
next scheduled QAPI Committee
i meeting is 6/20/12.

Resident #23 & #24 '

1) Residents #23 & #24 were
assessed on 5/17/12 by the DON for
need of use of a syringe for eating.
On 5/17/12 the DON notified the
MD and family/POA of the
discontinuing the use of syringe for
feeding.

CNA #16 and CNA Student #1 was
in-serviced by the DON on 5/14/12
concerning their practice of feeding
Resident # 23 & #24 with a syringe |
without a physician order and how
to properly thicken residents food.
CNA Instructor informed 5/14/12
by DON that students are not to use
feeding devices unless properly
trained. Use of feeding devices must
be approved by DON prior to using
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i June 16, 2011, revealed “...restraints,..low bed ‘
‘ with padded rails...SR x (times) 2 when in {
: bed...seizure disorder.. if seizure occurs try to !
- prevent injury..." I[
1
|

f Medical record review of the Physician _
| Recapitulation Orders dated May 2012, revealed
| "...DX: Seizure Disorder..."

_' Interview with MDS Coordinator on May 14, 2012,

" at 11:20 a.m., in the Dirsctor of Nursing (DON)
office, confirmed the MDS for Resident's #1, #13, |

. and #16 were not accurate.

. Resident #2 was admitted to the facility on

' October 10, 2010, with diagnoses including

. Behavior Disorder, Alzheimer's Disease, and
. Dementia.

i Medical record review of the admission MDS

. assessment dated November 4, 2012, revealed
the resident was severely imgnitiveiy'fmpatrgd.

i had a history of wandering, and required limited

i staff assistance with ADLS (activities of Daily

, Living). Continued MDS review revealed the
resident was not coded for any type of physical |

: restraint. |
\

!

! Observation of Resident #2 on May 7, 2012, at

; 10:00 a.m., lying on the bed, with full side-rails up
! bilaterally. The resident's call light was within
 reach. There was a merry-walker at the resident's

" bedside.

| Observation on May 7, 2012, at 2:30 p.m,,

" revealed tha resident ambulating throughout the
“fagility in a merry-walker, The ljes§dent had a

- gseatbelt secured around the waist in the

L

]

{F 278} the policy, “Assistance with Meals”

1

I 5/16/12, all other residents who

completed 5/16/12.

special devices. This was added to
and in-serviced to all RN’s, LPN’s,
and CNA’s 5/27/12-5/30/12. Any
RN/LPN/CNA who has not attended
the above in-service cannot work
until they have attended an in-
service.

MDS Coordinator changed Resident
#23 and #24 MDS assessment and
Care Plan to reflect current status, |
This was begun 5/16/12 and |
completed on 5/29/12. On 5/29/12 |
MDS Coordinator then
communicated Care Plan changes
by memo to all RN’s, LPN’s, and
CNA'’s after giving resident an
opportunity to review plan of care.
Any above RN/LPN/CNA not
having read the memo cannot work ;
until memo read and acknowledged.

2) On 5/15/12-5/16/12, DON or i
designee observed all other
residents and no other residents
were being fed with a syringe. On

2 : o |
were receiving thickened liquids :
were checked for correct use of
thickening ingredient. This was

FORM CMS-2567(02-99) Previous Versiona Qbsolele Event IT: GBLS12

Faciihy 10: TN7201

it continuation sheet Page 38 of 101



From: 06/20/2012 13:26 #414 P.068/079
2012-06-07 15:42 DCO547PM13501 8652125642 >> 423??56346 P 4£3/118
DEPARTMENT QF HEALTH AND HUMAN SERVICES F})'E;'A;'gﬁo‘{}!m
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0838-0381
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B. WING R
44E200 . WIN 06/05/2012
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
ANITARIUM 114 CAMPUS DRIVE
EADRELBROGK SANIFARR DAYTON, TN 37321
MMARY STATEMENT OF DEFICIENGIES T PROVIDER'S PLAN OF GORRECTION |
ig’I;TEJFEC (EA(?# DEFICIENCY MUST BE PRECEDED BY FULL | PREFX | {EAGH CORRECTIVE ACTION SHOULD BE | COMPRETION
TAG !  REGULATORY OR LSC IDENTIFYING INFORMATION) | TAG caossvnmnegggglg érsa}e APPROPRIATE Il
3 . |

{F 278} - Continued From page 39
. merry-walker, and the merry-walker had weights
- at the base to prevent the resident from tipping .
‘ the device over. The resident was confused and -
i mumbling to self. The resident could not exit the |
; merry-walker independently when instructed to 1
attempt. '
| Observation on May 8, 2012, at 3:45 p.m., [
f revealed the resident in the facnhty “circle area "in |
i @ reclined gerichair with lap top tray secured
« across the Jap. The resident was restless and
t attempting to exit the chair by leaning to the right

i interview with the DON, at the time of the

| observation, confirmed the recliner is a restraint

. with the tray table across the resident to prevent

: the resident from rising independently, the

. mernry-walker and the seatbelt for the
merry-walker, as well as the bed side rails in the

" up position, are all physical restraints. The DON |
further confirmed the comprehensive ;

. assessrment was inaccurate. |

Resident #4 was admitted to the facility on June
' 2, 2008, with diagnoses including Schizophrenia,
. Depression, 2nd Weakness.

. Medical record review of the MDS assessment
. dated February 9, 2012, revealed the resident

. with severe cognitive deficits, the resident was
' ambulatory with the use of a walker, and the

.‘ resident had no restraint,

. Observation of the resident on May 9, 2012, at
! | 8:20 a.m., revealed the resident lying on the bed
wrm the Ieﬂ side of the bed against the wall and
* half side rails up, in the mid bed position, on the

rzght side of the bed.

i On 5/15/12, MDS Coordinator ;
{F278)! reviewed all other residents MDS ]
Assessments and Care Plans for t
current status relating to thickened |
liquids. No other residents needed I
|
i
1
|

changes.

3) The DON/ADON will monitor
residents monthly who require
assistance with eating to ensure that |
no resident is being fed with a
syringe without a physician order
and proper evaluation by a Speech
Therapist and thickened liquids are
being used as ordered by MD or
Dietician beginning 6/1/12. !

| 4) The DON will report the

i outcomes of monitoring residents

| requiring assistance with eating and

! any swallowing difficulties at the

l next quarterly QAPI Committee and |
ujtimatcly the Administrator will

. | report to the Board quarterly. The

| next scheduled QAPI Committee

meeting is 6/20/12.

i
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Observation of the resident on May 14, 2012, at
' 10:05 a.m., revealed the resident lying on the
. bed, with the side rail on the right side of the bed
' in the down position. The left side of the bed was
. against the wall,
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|

!

! Interview with the DON, on May 15, 2012, at I
' 11:25 2.m., at the nurse's station, confirmed the
 side rail on the right side of the bed Is a restraint |
, when in the up position, with the left side of the
' bed against the wall. The DON further confirmed

' the comprehensive assessment was inaccurate. t
‘ f
« Resident #14 was re-admitted to the facility on
i January 31, 2011, with diagnoses including

. Personality Disorder, Dementia with Behavior i
| Disorder, and Spinal Stenosls,

: Medical record review of the residents MDS

| agsessment dated February 9, 2012, revealed the
 resident had severe cognitive deficits, was chair

' or bed bound, was ambulatery with the use of a

' wheelchair, and had no restraint.

' Observation of the resident in the "circle area” on
' May 8, 2012 at 1:00 p.m., revealed the resident in
| a reclined geri-chair with piliows to each side of
the body. The resident was confused.

i
: I
| Observation of the resident on May 14, 2012, at l
| .45 a.m., revealed the resident in room in ,
: reclined geri-chair. Residentwas anxious and

' confused. and was unable to exit the chair

: independently.

]
: Interview with the DON, at the time of the
* observation, confirmed the recliner is a restraint if

|
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| the chair prevents the resident from rising
: independently. The DON further confirmed the
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i
1
|

| corprehensive assessment was inaccurate
1

| Resident #23 was admitted to the facility on
| October 2, 2008, with diagnoses including

: Dementia, and Osteoporosis.

. Medical record review of the MDS dated March
.15, 2012, revealed the resident was severely

; impaired for dally decisien making, inattention

! continuously present, totally dependent on staff
* for eating, no swallowing disorder, obvious or

: likely cavity or broken natural teeth, and a

| mechanically aftered diet.

i F
. Medical record review of an Interdisciplinary Care |
: Plan dated last reviewed June 16, 2011, revealed
‘v _.assist with feeding as needed...honey

' thickened liquid 2/7/12..."

i Medical record raview of a Resident Plan of Care
| Instructions, no date, revealed *...can be fed

| using a syringe..."

|

b

; Medical record review of a Dietician note dated

| March 26, 2012, at 4:13 p.m., revealed *,..honey
i thick liquids...vegan/pureed,..fed with syringe but
| sometimes won't open mouth..."

|
i Medical record review of a Physician

' Recapitulation Orders May 2012, revealed "...Diet
‘= NIA (non applicable) honey thickened liquids...”

. Observation on May 15, 2012, at 8,05 a.m., in the
 activity room, revealed Resident #23 siting in a

i wheel chair, Certified Nurse Assistant (CNA) #16
' feeding the resident with 2 sixty cc (cubic
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. eentimeters) syringe. |
 Interview with CNA #16 on May 15, 2012, at 8:10 {
-a,m,, revealed the syringe contained pureed !
- oatmeal, peanut butter, and milk. i

|

“ Observation with the DON on May 15, 2012, at
- 8:18 a.m., in the activity room, revealed CNA

- student #1 feeding Resident #23 with a syringe
i containing milk that had not been thickened and
“the DON instructed the student to thicken the

. milk.

 Observation on May 15, 2012, at 11:30 a.m,, in
| the activity room, reveaied the resident being fed
| by CNA #86 with a spoon.

I Interview with the DON on May 15, 2012, at 10:30
:a.m., in the DON office, confirmed the facility
 falled to complete a feeding assessment to

i determine the need and safety of feeding the

i resident with a syringe.

I

_Resident #24 was admitted to the facilty on May
i 1, 2009, with diagnoses including Cardiovascular
. Accldent, Contracture, and Pain,

! Medical record review of a MDS dated March 22,

| 2012, revealed the resident was severely
impaired for daily decision making, inattention

| present fluctuates, totally dapendent on staff for

- eating, no swallowing disorder, and a

. mechanically altered dlet.

|

| Medical record review of the Interdisciplinary

| Care Plan dated March 22, 2012, revealed

I *...mechanically altered diet...tolerate consistensy

, of food without evidence of choking...pureed diet

i
i
i
f
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! texture. . offer small bites...remind to
: swallow...monitor for S/SX (signs and symptoms) |

 aspiration...use a sippy cup for all liquids,,."

: Medical record review of a Dietitian note dated
1 March 26, 2012, at 8:54 a.m., revealed "..takes a
I'while to swallow...receiving honey thick liquids...”
i Medical record review of a Physician

1 Recapitulation Orders May 2012, revealed “...Diet
. Pureed.,..honey thickened liquids..."

" Observation on May 15, 2012, at 11:30 a.m., in
 the resident's room, revealed the resident being
fed by CNA #16 with a 80 cc syringe.

 Interview with the DON on May 15, 2012, at 10:30 i
-a.m., in the DON office, confirmed the faeility

. failed to complete a feeding assessment to

! determine the need for faeding the resident with a
: syringe.

| /0 #27230 #27265 #28092
{F 279} , 483.20(d), 483.20(k)(1) DEVELOP {F 278}
§8=p ' COMPREHENSIVE CARE PLANS

lA facility must use the results of the assessment
| to develop, review and revise the resident's
i comprehensive plan of care,

' The facility must develop a comprehensive care

 plan for each resident that includes measurable

| objectives and timetables to meet a resident's

I medical, nursing, and mental and psychosocial

1 needs that are identified in the comprehensive
assessment,

|

 The care plan must describe the services that are i

; |
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! texture., offer small bites...remind to
: swallow...monitor for S/SX {signs and symptoms)
| aspiration...use a sippy cup for all liquids,.." |

Medical record review of a Dietitian note dated
| March 26, 2012, at 8:54 a.m., revealed ", takes a
| while to swallow.,,.receiving honey thick liquids...” !

i Medical record review of a Physician
| Recapitulation Orders May 2012, revealed ... Diet
! Pureed,..honey thickened llquids..."

 Observation on May 15, 2012, at 11:30 a.m,, in
: the resident's room, revealed the resident being !
fed by CNA #16 with a 80 cc syringe. '

" Interview with the DON on May 15, 2012, at 10:30 |
- a.m., in the DON office, confirmed the facility

. failed to complete a feeding assessment to

! determine the naed for feeding the resident with a

: syringe.
{10 #27230 #27265 #28082
{F 279}, 483.20(d), 483.20(k)(1) DEVELOP {Farey] F279 483.20(d)(k) Develop .
$8=0 ' COMPREHENSIVE CARE PLANS Comprehensive Care Plans 6/,/12
LA facility must use the results of the assessment Resident # 18

| to develop, review and revise the resident's
' comprehensive plan of care,

] . 1) The MDS Coordinator changed

| The facility must develop a comprehensive care the above Resident’s Care Plan to

. plan for each resident that includes measurable et  status. This d

: objectives and timetables to meet a resident's reliect current status. 1his was done

| medical, nursing, and mental and psychasocial on 5/16/12. On 5/28/12, the MDS
i needs that are identified in the comprehensive Coordinator then communicated
assessment. with the residents and POA

concerning changes in Care Plan

. The care plan must describe the services that are
i |
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' to be furnished to attain or maintain the resident's |

 highest practicable physical, mental, and =

| psychosocial well-being as required under

83.25; and any services that would otherwlse

' be required under §483.25 but are not provided

i due to the resident's exercise of rights under

| §483.10, including the right to refuse treatment

: under §483.10(b}(4).

i

This REQUIREMENT is not met as evidenced
: by
- Based on medical record review, observation,
: and interview, the facifity failed to develop a
| comprehensive care plan for one resident (#18)
* of twenty-seven residents reviewed.

' The findings included:

' Resident #18 was admitted to the facility on
. March 1, 2008, with diagnoses including Senile

Dementia, Ostecarthritis, Ostaoporosis, '
; Psychosis, Hypothyroidism, and Depressive
. Disorder.

" Medical record review of the Minimum Data Set
' (MDS) dated March 1, 2012, revealed the

| resident had short and long term memory

i problems, required extansive assistance with

i activities of dally fiving, and required extensive

: assistance with eating.

. Medical record review of a Dietary Progress Note
i dated May 23, 2011, revealed "...having to
- assist...more lately with eating...needs more

i encouragement...”

" Medical record review of a Dietary Progress Note

land provided an opportunity for
{F 279} input. The Care Plan changes were
écommunicated by memo on
15/16/12-5/31/12 to all RNs, LPNs &
{CNAs. Any RNs & LPNs who have |
not acknowledged reading the above |
memo cannot work until they have
signed the in-service sheet stating
they have read the memo.

Exhibit #72, 73

2) On 5/15/12 all other residents
care plans were reviewed by the
MDS Coordinator and then were
revised as needed. The MDS
Coordinator communicated the Care
Plan changes by memo to all RN’s, |
LPN’s and CNA’s. Any RN’s, !
i.LPN’s, CNA’s who have not
Eacknowledged reading the above
imemo cannot work until they have
isigned the in-service sheet stating
ithey have read the memo.

t) The MDS Coordinator will

!monitor all MDS care plans for

appropriate data and interventions

beginning 5/29/12. A trending
eport was developed for reporting
o the QAPI Committee. The DON
ill review four Care Plans per
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORNE AP PROSOS
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0838-0391
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
R
e o me 06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE T
114 CAMPUS DRIVE
LAURELBROQOK SANITARIUM DAYTON, TN 37321
4D SUMMARY STATEMENT OF DEFICIENCIES 1 [ PROVIDER'S PLAN OF CORREGTION o)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENGED 7O THE APPROPRIATE DATE
! DEFIGIENGY)
. month for correct, appropriate and
{F 279} ; Continued From page 45 {F 278}, timely interventions.
i dated February 28, 2012, revealed “...cannat
£ H - .
| feed...s?h..‘reqwres encouragement drinking and Exhibit #74
, eating...
: !
| Megical record raview of a Dletary Progress Note 4) The MDS Coordinator will ;
| dated May 8, 2012, revealed “...needs assistance monitor MDS care plans for correct
B " 2 i
,' W/ (with) eating. . | and appropriate data and i
Medical record review of a Care Plan last ; Interventions quarterly. This was
- reviewed on March 1, 2012, revealed no care | begun on 5/29/12 and will continue
: plan for assistance with meals. i monthly for 6 months then as
; Observation on May 14, 2012, at4:53 p.m., in the  heeded to ensure compliance has
' dining room, revealed the resident sitting at a been achieved. The MDS
' dining table with an untouched supper tray sitting Coordinator will report the
 on the table and a spoon. fying in;hée pureed i outcomes to the next quarterly
' meat. Continued observation at 4:56 p.m,, ! API C it PN _
" revealed Certified Nursing Assistant (CNA) #13 EQ‘P : ‘on'mm f’? and ultimately the
 scooped meat onto the spoon and laid the spoon ministrator will report to the
- back on the resident's plate. Continued : Board quarterly. The next scheduled
: observation revealed another resident sitting at QAPI Committee meeting is
. the same table stated “pick up your spoon and 6/20/12 |
I eat” CNA #13 then walked away from the table. o i
| Continued observation revealed the resident
i continued to sit at the table not eating with the
I hands folded and resting on the lap, Continued
: observation at 5:09 p.m., revealed the resident
" continued to sit at the table not eating and no
staff attempted to assist or encourage the
. resident fo eat. Continued.observation at 5:16 !
p.m.. (twenty-three minutes later) revealed CNA [
" #14 assisted the resident with eating. ]
' Interview with the Director of Nursing (DON)on | l
May 14, 2012, at 5:10 p.m., in the dining room, | |
i gonfirmed “within five minutes | would expect staff} i
' to assist with feeding and attempt to encourage |
i resident every couple of minutes.” I ! :
2 ]
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DEPARTMENT OF HEALTH AND HUMAN SERVICES Png\ggg Agﬁpfggzvcgz
D

CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSYRUGTION (Xa) DATE BURVEY =

AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
- A, BUILDING COMPLETED
R

44E200 B MiNa 06/05/2012
NAME OF PR
OVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
DAYTON, TN 37321

X4 1> ! SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER!
PREFIX (EACH DEFICIENCY MUST BE PREGEDED 8Y FULL | PREFX | tEAgi? c?ﬁgg&ﬁ%ﬁ’&ﬂgﬁgﬂﬁfﬁ
TAG .  REGULATORY ORLSC IDENTIFYING INFORMATION) ! TAG |  CROSSREFERENCED TO THE APPROPRIATE

DEFICIENGY)

!
- !
i 5
|
|
|

{F 2?9} Continued From page 46 {F 279)'
! Interview with CNA #14 on May 14, 2012, at5:16 | i
i p.m., In the dining room, confirmed the resident |
;would self feed if (resident} liked the food, but |
: “will eat food even if (resident) doesn't like it if

;‘ someone feeds (resident).”

| Interview with the DON on May 15, 2012, at 1:05
' { p.m., outside the MDS Coordmatoroffce
| confi tmed the facility failed to complete a
| comprehensive care plan to include assistance
| with meals.
{F 280} ' 483, 20(d)(3), 483.10(k)(2) RIGHT TQ {F 280}
§8= D ' PARTICIPATE PLANNING CARE-REVISE CP

‘ The resident has the right, unless adjudged |

1 incompetent or otherwise found to be i

| incapacitated under the laws of the State, to

. participate in planning care and treatment or
changes in care and treatment.

' A comprehensive care plan must be developed | !
within 7 days after the completion of the i

| comprehensive assessment; prepared by an

1 interdisciplinary team, that :ncludes the attending
! physician, a registered nurse with responsibility .
far the resident, and other appropriate staff in

: disciplines as determined by the resident's needs, |

i and, to the extent practicable, the paricipation of i

i the resident, the resident's family or the resident's ]

' legal representative; and periodically reviewed

i and revised by a teamn of qualified persons after

| each assessment.

|
i

" This REQUIREMENT is not met as evidenced
|

i
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FRINTED: 066742012
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEOP?g %PMPRO\;S?
s e o s
A, BUILDING MPLETED
H4E200 & WING B
_ 06/05/2012
NAME OF PROVIDER OR SUPPLIER S$TREET ADDRESS, GITY, STATE, ZIP CODE
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
DA.YTDN, TH 37321
X4 i SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
TAG . REGULATORYOR LSC IDENTAANG IEORMATION) "i‘-ié"‘ ! CROSSREPLRENGED 76 THE APTOIRATE | e
‘ DEFICIENGY) !
1 r I
{F 2?’9} Continued From page 46 {F 279)' |
 Interview with CNA #14 on May 14, 2012, at §:16 |
 p.m., In the dining room, confimed the resident i
* would self feed if (resident) liked the food, but | f |
“will eat food even If (resident) doesn't like it if f g
 someone feeds (resident).” ! {
I lntamew with the DON on May 15, 2012, at 1:05 i !
| ! p.m., outside the MDS Coordinator office, ! |
oonﬁrmed the facility falled to complete a i
1 comprehensive care plan to include assistance :
| with meals. '
{F 280} 483.20(d)(3), 483.10(k)(2) RIGHT TO {F 280}
55=D ' PARTICIPATE PLANNING CARE-REVISE GP K280 483.20(d)(3) 483.10 6112
(k)(2) Right to Participate
! The resident has the right, unless adjudged ! Planning Care-Revise CP
| incompetent or otherwise found to be | J
| incapacitated under the laws of the State, to i ! .
[ participate in planning care and treatmentor | Resident #1
changes in care and treatment.
:' ; + 1) MDS Coordinator changed the |
A comprehensive care plan must be developed < 3
within 7 days after the completion of the } above Resident’s MDS and Cgr&?
[ COMDFEhenS]Ve assessment; prepared by an Plan to reflect current status. This
| interdisciplinary team, that includes the attending was done on 5/16/12 — 5/29/12. Ths
| physiclan, a registered nurse with responsibility ! MDS Coordinator corrected the
fnr the resident, and othar appropriate staff in MDS Asses t on the above
! disciplines as determined by the resident's needs, SIeSen a |
i and, to the extent practicable, the participation of resident on 5/15/12. The MDS |
- the resident, the resident's family or the resident's Coordinator then communicated the!
] ! legal representative; and periodically reviewed Care Plan changes by memo to all
i and revised by a team of qualified persons after RNs, LPNs & CNAs, starting
[ each assessment, Wi g
i 5/16/12 and completing on 5/29/12.
| Any RNs & LPNs who have not
’- acknowledged reading the above |
5 ] . L
" This REQUIREMENT Is not met as evidenced | memo cannot work until they have |
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FORM APPROVED
e P T Lo
AND PLAN OF CORRECTION IDENTIFICATON NUMBELR? (X2} MULTIPLE CONSTRUCT!ONI w}ggm SLE‘RVE?
A, BUILDING MPLEYED
B, WING R
NAME OF FROVIDER OR SUP e— 06/02/2012
OR SUPPLIER STREET ADDRESS, CIYY, STATE, ZIP CODE
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
DAYTON, TN 37321
X4y ID SUMMARY STATEMENY OF DEFICIENGIES i F '
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | pnlgnx | gﬁgﬁggﬁﬁéﬁ@fﬁ&“&i&‘&%s CoMpENON
TAG REGULATORY OR LSG IDENTIFYING INFORMATION] L 7Te) | CROSS-REFERENCED TO THE APPROPRIATE DATE
| [ DEFICIENCY)
{F 280) " Continued F i ' |r signed the in-service sheet stating
b;n AGEG e pege {F 250}; they have read the memo. i
i i . : i
Based on medical record review, observation, | | 2) On5/15/12 all F)th&r residents |
. and interview, the facllity failed to evaluate and i care plans were reviewed by the ;
i update the care pian for one resident (#1) of i MDS Coordinator and then were f
, twenty-seven residents reviewed. | revised as needed. The MDS |
" T I Coordinator communicated the Care:
'The findings included:
e sy Plan changes by memo to all RN’s,
| Resident #1 was admitted to the facility on July 8, LPN’s and CNA’s. Any RN’s,
i 2008, with diagnoses including Quadripiegia, LPN’s, CNA’s who have not
| Mood Disorder, Seizue Disorder, and Bipoiar acknowledged reading the above
 Disorder. ;
memo cannot work until they have
i| Medical record review of the Minimum Data Set signed the in-service sheet stating
1 (MDS) dated March 15, 2012, revealed the they have read the memo.
1 resident scored fifteen of fifteen on the Brief
i Intarview for Mental Status (BIMS) indicating . e ; .
| intact cognitive skills and no memory impairment 3) ”I‘he MDS Coordinator will
1 and exhibited behaviors four to six days weekly. monitor all MDS Assessments and
. i care plans for appropriate data and
} Medical recard review of the Care Plan datod 'nter‘]jentionq bf I:;nrgn 5/29/12. A
“March 15, 2012, revealed no intervention or L BAREIIE! Sl
 medications for Seizure Disorder. trending report was developed for
i reporting to the QAPI Committee.
Medical record review of a2 Nurse's Note dated :  The DON will review four
: l'Vl arch 19, 2012, at 19'00 a.m,, revegled . assessment and four Care Plans per
. "...having a selzure... .
; month for correct data, appropriate
: Medical record review of a Nurse's Note dated ! and timely interventions. The DON
? M‘j’y 18, 2012, revealed ...doctor notified of | will review four assessments and
! DRarey; four Care Plans per month for
| Medical record review of Physician Recapitulation correct data, appropriate and timely
i Orders dated May 2012, revealed "...DX: intervention.
I (diagnosis) Seizure Disoder.. .Depakote (seizure |
medtcation) 500 mg (mililgram) tablet., TID (three
| times a day)...Carbamazepine {seizure
J medication) 200 mg...TID..." !
1
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DEPARTMENT OF HEALTH AND HUMAN SERVICES ’ “‘;;C‘,Ea‘ A‘;,‘l‘,‘;.‘,‘g;“'és
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

l 1l
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i R
aeEaq i 0510572012
NAME DF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
114 CAMPUS DRIVE
LAURELBROOK SANITARIUM DAYTON, TN 37321
XD SUMMARY STATEMENT OF DEFICIENCIES ™) PROVIDER'S PLAN OF CORRECTION o)
PREFIX :  {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENYIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
,, DEFICIENSY)
]
. i 4) The MDS Coordinator will
{F 280} Continued From page 48 | {F280} monitor MDS Assessment and care
- Observation on May 7, 2012, at 10:50 a.m., in the ; plans for ‘correct a.nd apprapriate
- fesident's room, revealed the resident sitting in an dat.a and interventions quarterly. ‘
" electric wheelghair, alert and oriented. This was begun on 5/29/12 and will
| N - 1 continue monthly for 6 months then
: Interview with the cordinator on May 14, ” .
i 2012, at 11:28 a.m., in the Director of Nursing gs n%di(.j 9 gnsgle c]:\(jlmphdnce has
{ (DON) office, confirmed the care plan had not [ponachieves, Lasl DS
i been updated 1o reflect interventiens for Seizure ! Coordinator will report the
| Disorder and seinure activiy. ! outcomes to the next quarterly
| c/0 #7265 #28092 QAPI Committee and ultimately the
{F 281}, 483.20(K)(3)(i) SERVICES PROVIDED MEET F 281y| Administrator will report to the
$8=0 | PROFESSIONAL STANDARDS Board quarterly. The next scheduled
: QAPI Committee meeting is
1 The services provided or arranged by the facility 6/20/12.
| must meet professional standards of qualiy.
This REQUIREMENT is not met as evidenced i
: by:
: Based on medical record review, observation,
1 and interview, the facllity failed to write and follow | i
. a physican's order for vital signs and neurological | ’-
* checks for one resident (#19) and failed to obtain |
. a physician's order prior to administering i ;
i medication to one resident (#20) of twenty seven | i ‘
; residents reviewed. | i i
H H i |
! e : i I
 The findings included: f i
: Resident #19 was admitted to the facility on
! October 22, 2010, with diagnoses including
| Diabetes Meflitus Type 2, Chronic Gatatonla,
| Dehydration, and Venous Thrombosis.
|
i Medical record review of the Minimum Data Set
| (MDS), dated Mareh 3, 2012, revealed the
FORM cus-zﬁar{oz-ae) Previous Versions Obzolets Event {D; GBLS12 Facillty I0: TN7201 If continuation ghast Page 49 of 101
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DEPARTMENT OF HEJ:\LTH AND HUMAN SER\”CES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENY OF DEFIGIENGIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILDING COMPLETED
R
44E200 oo 06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
114 CAMPUS BRIVE
LAURELBROOK SANITARIUM DAYTON, TN 37321
41D SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF GORREGTION 8)
PREFIX :  (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROS$-REFERENGED TO THE APPROPRIATE PATE
DEFICIENGY)
. 1
{F 280} Continued From page 48 {F 280}
- Observation on May 7, 2012, at 10:50 am., in the |
- resident's room, revealed the resident sitting in an
' electric wheelchair, alert and oriented.
 Interview with the MDS Coordinator on May 14,
| 2012, at 11:28 a.m., in the Director of Nursing
i (DON) office, confirmed the care plan had not l
! been updated fo reflect interventions for Selzure :
| Disorder and seizure activity, l |
i I
| cio #27265 #28092 . . .l
(F 281, 483.20(K)(3)() SERVICES PROVIDEDMEET | (F 28| [' 281 483.20()(3)() Services 1
s5=D | PROFESSIONAL STANDARDS Meet Professional Standards :-
, The services provided or arranged by the facility
| must meet professional standards of quality, Hesiident #1190
This REQUIREMENT is not met as evidenced 1) The DON will review policy on |
: by . , Accidents and/or Incident when
. Based on medical record review, observation, dents hit their head
| and interview, the facility failed to write and follow | zeSICopta il toti hedd ro.enispee.
. a physican’s order for vital signs and neurological | that all residents have orders for |
: checks for one resident (#19) a?q ﬂ?d fo obtain neuro checks and neuro checks are !
. a physician's order prior to administering leted. The DON or RN/BSN !
i medication to one resident (#20) of twenty seven _ Conzlp £ dan; O th all
' racidents reviswed. + conducted an in-service with a
{ { RNs and LLPNs on use of
i The findings included: ! Accident/Incidents, Clinical
Protocol. This was done on 5/27/12
: Resident #19 was admitted to the faclilty on < 50/19. Thasol !
! October 22, 2010, with diagnoses including -5/29/12. The policy
! Diabetes Mellitus Type 2, Chronic Catatonia, “Accident/Incidents, Clinical
| Dehydration, and Venous Thrombosis. Protocol” was provided to each RN
! : : .
| Medical record review of the Mirirmum Data Set & L?I\ on 6/1/12 to reinforce the in
| (MDS), dated March 3, 2012, revealed the services conducted on the above
Event ID:; G6L512 Facillty 1D: TN720% If continuation sheet Page 43 of 101
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DEPARTMENT OF HEALTH AND HUMAN SERVIGES r N;: ct' EU: %mu gy
CENTERS FOR MEDICARE M APPROVED
' STATEMENT OF DEFICIENCIES ;?ﬁfnzﬁ;z::sﬁg::gﬁ " OMB NO. 0938-0391
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: e CONRTHIE O 0} DATE StV
A BUILDING COMPLETED
i ol 08!0?!2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITv. STATE. 3 coms
LAURELBROOK SARNITARIUM 114 CAMPUS DRIVE
DAYTON, TN 37321
(X4) D : SUMMARY STATEMENT OF DEHCENGH I [[v} 1 PROVIDER'S PLAN OF CORREGT.I |
PREFIX | (EACH DEFICIENGY MUST BE PREGEDED BY FULL D e
TAG '  REGULATORY OR LSC IDENTIFYING mFngnén) ! P?ng céﬁ”&ﬁgﬂéﬁgﬁ&? 1%: ;fg ASF:S{’?I%LF%?AFTE 1 ke
! DEFICIENCY)
{F 281} Continued From page 49 F 281) d;tesa ‘g‘lg RI; kN Whalavanot |
i resident was moderately cognitively impaired and i ST canuak
i required extensive assistance with activities of work until they have attended an in-
* daily living, toileting and bathing. service on policy
! ) “Accident/Incidents, Clinical i
| Medical record review of a Nurse's Note dated Protocol l
| December 22, 2011, at 7:30 a.m., revealed '
i "...resident in bath room in shower chair, Certified |
Nurse Asslstant (CNA) observed resident fall ] 2) On 5/15/12 to 5/29/12, all other '
' s'id:t?gs Ogt DfdihetShGW&r chaigci’alfnding %n the | residents were assessed. On 6/1/12
. right side, Resident was assessed for injuries, i . :
: small contusion noted o right side of forehead, an audit was condu::led on res_ldcnt
| No other injuries noted. Neuro checks started...” who had neuro checks, all resident’s
- had orders and neuro checks were
| Medical record review of the "Vital Sign Flow I done.
_ She;et wghDNeuro (:hezcksz" dated December 23, i
i 2011 and December 24, 2011, L .
: revealed"...frequency q (avery) 4 hours per shit 3) The DON or designee will
 for 24 hours, then as (every shift) X (times) 24 monitor all falls for completed
, hours, " . neuro checks beginning 6/1/12.
i Medical record review of the Physician's Order This policy aceidentIncidents,
| sheet for December 23, 2011 or December 24, Clinical Protocol” will be in-
- 2011, revealed there was no order written for the serviced quarterly for the next 6
' vital signs or the neuro checks, months beginning 6/1/2012. This
f Medical record review of the Vital Signs Flow policy will I?e e O.f ogentaﬂon of
' Sheet revealed on December 24, 2011, at 8:00 new employees beginning 6/1/12.
ra.m., 4 p.m. and 10 p.m,, no vital signs or neuro !
;wgmmmﬂMMNWMMMMme 4) The DON or designee will ]
; resident's record. monitor use of neuro checks
Observation on May 14, 2012, at 4:55 p.m., in the monthly for 100% compliance.
- resident's room, revealed the resident sitting in This was begun on 5/15/12 and will
: the wheelchair with a ¢lip alarm in place. continue weekly for 6 weeks then as!
: Telephone interview with Licensed Practical needed ko ensly s comphance_ has
| Nurse (LPN) #5, on May 15, 2012, at 10:30 a.m., been achieved. The DON will
: revealed "...! called the doctor about the fall and report the outcomes to the next
FORM CMS-ZEB?{Oz-BB) Previoua Versions Qtrzolnia Evont IDiGOLS 12 Fogliity ID; TN720% If continuation sheet Page 50 of 101
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DEPARTMENT OF HEALTH AND HUMAN SERVICES r“?é;;ﬁé‘,‘{&};‘g
ﬁf;:;ﬁf;igih:iifARE & MPEDICAID SERVICES OMB NO. 0938-0391

Tamenorsnss o0 miccmpmEan e commen g ey

e peiiie osmerzmz
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
LAURELBROOK SANITARIUM "D";Y{’T“O“:”:N”’:‘::m
o@D - SUMMARY STATEMENT OF DEFIGIENCIES I 1 PROVIDER'S PLAN OF CORRECTION ()
PREFIX (EAGH DEFICIENGY MUST 8E PRECEDED BY FLL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLEYION
YAG =~ REGULATORY OR LSC IDENTIFYING INFORMATION) iTAG cnossﬁnessneggﬁgég g;;)s APPROPRIATE DATE
|
; ' E quarterly QAPI Committee and
{F 261} co”?n:ded mefpag: 50 | - i {F 281} ultimately the Administrator will
: received orders for the vital signs and the neuro |
* checks for every 4 hours for the first 24 hours, | reparbtothe Board querterly.
_then every shift for 24 hours... forgot to write the |
' order and communicate this to the oncoming |
_shift.." Resident #20
- Interview with the Director of Nursing (DON) and ; -
' the MD$ Coordinator on May 14, 2012, at 3:30 1) Upon being made aware of LPN |
. p.m., in the DON office, confi rmed the physicians #4’s deficient practice of
telephone order was not transcribed for the vital administering herbal medication
’ 5'9 ns or the neurological checks and the facility without a physician order, an in-
| failed to follow the Physician's Order or obtain the S a5 AT B VRE
' neuro checks on December 24, 2011. bCI‘VlClj[: W"ﬁ s I;‘C lfal?\r/; o
: correct policy ““ Herbal Medication |
" Resident #20 was admitted to the facility on May Policy” stating that all medications |
i 1,2012, witlr diggnose?‘i;lclud;ng Aikgcq:imai must have a physician orders
* Osteoporasls, Cerebral Vascular Accident, S ; 0
' Transient Ischemic Attacks, and Cataract Repair. {)““md;}?% hf?rb_‘l*,l t;n;dlcailxgnst g
: rought to facility by resident or
' Observation on May 15, 2012, at 9:30 a.m,, in the family members. This was done on
y )
we?t r;ali:/a{; 1ev§3I[§gtLPNf4 gfepaf;gs t 5-15-12. The DON will observe
» multipte herbal m iohs to administer to T HA v
! Resident #20, including Dandelion Leaf, LPI_\‘ i 4 _rdndoé-nly an a_monﬂ_ﬂy
, Hawthom Berry, Turmeric, Bilberry Leaf, and basis until 100% compliance is met.
'  Vitamin C. Further observation revealed the This was begun on 6/1/12. The 1'
s e sl e || Phamacy S was st |
, with the herbal me g N——
! applicable, and did not include the resident's effective 6;’1;”}2. T}}c ll)hdrma(,){
' name, medication expiration date, ordering Consultant will assist in capturing
' physician's name, dispensing instructions, or physician orders for all medications
i pharmacy label. administered and recorded on MAR
' Medical record review of the Medication | beginning 6/1/12.
| Administration Record for May 2012, revealed the | i )
i resident received all the herbal medications daily 2) 5/15/12 to 5/16/12, DON/ADON
 from May 2 through 15, 2012, surveyed the other medication cart
 Medical record review of the Physician's Orders to ensure no other residents were
: Evant ID: 951,51;1 Faclity 1D TN7201 i continuation shest Page 51 of 101
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F 281 identified to ensure no herbal
medications were being
administered without a physician
order. No other residents were
identified as needing an order. On
5/29/12 the RN/BSN staff in-
serviced all other licensed staff on
“Verbal and Written Orders —
General.

3) Medication Pass will be
observed by the DON or designee
beginning 6/1/12 to ensure that the
facility policy and state laws are
observed including physician orders
for all medications. The Pharmacy
consultant will assist in Med Pass
observations of RNs & LPNs
administering medications within
the facility beginning 6/1/12. The '
DON or designee will monitor
medication administration to ensure
resident’s medications have
physician orders. This was begun
on 5/29/12 and will continue weekly
for 4 weeks then monthly on a
random basis to ensure compliance
has been achieved.

4) The DON will report the
outcomes to the next quarterly
QAPI Committee and ultimately the
Administrator will report to the

! B
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X8} DATE
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{F 281} . Continued From page 51
" for May 2012, revealed no order from the
resident’s physician for the herbal medications.

: #2, confirmed the herbal medications were
' brought to the facility In 2ip lock bags by the

. May 2012, without a Physician's Order.
{F 308} ; 483.25 PROVIDE CARE/SERVICES FOR
§8=D - HIGHEST WELL BEING

, or maintain the highest practicable physical,
| mental, and psychosocial well-being, in

i and plan of care.

| This REQUIREMENT is not met as evidenced
i by:

. Based on medicai record review and interview,
! the facliity failed to control pain for one resident
i (#18) and failed to follow physician's orders for
. one (#7) of twenty-seven residents reviewed.

i
' The findings included:

! Resident #18 was admitted to the facility on

i March 1, 2008, with diagnoses including Senile
! Dementia, Ostecarthritis, Osteoporosls,

| Psychosis, Hypothyroidism, and Depressive

. Disorder.

' (MDS) dated March 1, 2012, revealed the
resident had short anid long term memary

: resident and had been administered daily during

| Each resident must receive and the faoility must
* provide the necessary care and services to attain

i accordanse with the comprehensive assessment

i Medical record review of the Minimum Data Set

: Interview on May 15, 2012, at 1:30 p.m., with LPN |

i
;
|
I
|
|

i Board quarterly. The next scheduled
{F 281}; QAPI Commiltee meeting is
| 6/20/12.

|

i
|

{F 309}1
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Event ID:G6LS12

Facily ID: TNT201

1f continuation sheet Page 52 of 101



From:

2012-06-07 15:49 DCO547PM13501

DEPARTMENT OF HEALTH AND HUMAN SERVICES

8652125642 >>

06/20/2012 13:35 #415 P.006/130

4237756346 P 55/118
PRI BUL USIO/2072

FORM CMS-2667(02.860) Pravious Verslana Obaslste

or maintain the highest practicable physical,
| mental, and psychosocial well-belng, in
| accordanse with the comprehensive assessment
' and plan of cara,

 This REQUIREMENT is not met as evidenced
i by:
, Based on medical record review and interview,
! the facility failed to controf pain for one resident
 (#18) and failed to follow physician's orders for
-one (#7) of twenty-severn residents reviewed.

_‘ The findings in¢luded:

| Resident #18 was admitted to the facility on

i March 1, 2008, with diagnoses including Senite
| Dernentia, Ostesarthritis, Osteoporosis,

. Psychosis, Hypothyroidism, and Depressive

y Dison:ier

Medmal record review of the Minimum Data Set
' (MDS) dated March 1, 2012, revealed the
' resident had short and long term memory

L
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: R
B8, WING
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i
{F 281} Continued From page 51 {F ,1331},E
" for May 2012, revealed ho order from the j
resident's physician for the herbal medications. { :
. Interview on May 15, 2012, at 1:30 p.m., with LPN: |
' #2, confirmed the herbal medications were : |
* brought to the facility In zip lock bags by the ! | !
 resident and had been administered daily during ! :
. May 2012, without a Physician's Order, . )
{F 309} . 483.25 PROVIDE CARE/SERVICESFOR | (F a0} | F 309 483.25 Provide 6(4/12
ss=D ' HIGHEST WELL BEING | Care/Services for Highest Well-
| ‘ . Being
| Each resident must receive and the facility must |
 provide the necessary care and setvices 10 attain Resident #1

1) DON reviewed the Pain
Assessment policy and revised the
. policy on 5/25/12 to ensure that all
residents have their pain managed
appropriately. The following
additions to the Pain Policy
included: 1) Call physician within
two hours if no change in character |
or intensity of pain. 2) A list of
non-medication interventions for
| pain. The DON conducted an in-
i service with all RNs and LLPNs on
| | the newly revised “Pain
| Assessment, Reassessment and
Management Policy” on 5/28/12 &
| 5/20/12. Any RN and LPN who
have not attended the above in-
service cannot work until they have

Event ID: G5LS12
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i i
{F 308} i Continued From page 52 '
. problems, and required extensive assistance with r'

J

{ Medical record review of a Nurse's Progress Note |
- dated September 25, 2011, revealsd ,..resident

i climbed between bedrail and

{ footboard...observed sitting on the floor..."

ambulation and activities of daily living. i

: Medical record review of a Radiology Report of
_the pelvis dated September 25, 2011, revealed,
+ ", ..sevare osteoarthritis of both hips...no acute

' fracture is appreciated...”

; dated September 25, 2011, at 12:30 p.m.,

i revealed, “...resident returned from

! (Hospital)...discharge instructions...retumn in 6-8

{! hours if pain does not improva..."

i Medical record review of a Nurse's Progress Note
| dated September 25, 2011, at 10:01 p.m.,

' revealed, "...Pt (patient) yells when turned by staff
1 members,.."

|
!
| Medical record review of a Nurse's Progress Note E
I
i
!
!

f Further review of a Nurse's Progress Note dated
1 September 26, 2011, at 6:53 a.m., revealed,

i "...resldent showed extreme pain during shitt

| rotations and during get-up time..,resident given
i 1000 mg (milligram) of Tylenol...no improvement
iin pain...”

: Further review of a Nurse's Progress Note dated

i September 26, 2011, at 1:17 p.m., revealed,

| resident complains of pain when

: walking,..given pain medication...still 2 hrs (hours)
 later in excoriating (excruciating) pain...”

, Continued review of 8 Progress Note at 4:30

. p.m., revealed, “...physician contacted dus to

attended an in-service on Pain
{F 308}| Assessment, Reassessment and
' Management .

Exhibit # 44

2) On 5/29/12 all other residents

receiving pain medications were

assessed for appropriate pain control |

by the DON. All other residents’ ;

pain was appropriately controlled |.
|
|
I

during assessment. On 6/1/12, the
policy, “Pain Assessment,

| Reassessment, and Management”,
I was posted on the nursing bulletin
I: board as a reminder of facility

i practice. This policy will be in-

:I serviced quarterly for the next six

. months beginning 6/1/12.

3) The DON or designee will

monitor residents receiving pain
medication to ensure residents’ pain
is managed appropriately. On
5/29/12, a Medical Record Review
worksheet was developed to

monitor pain management. This

i review will be conducted monthly |
for three months or until substantial
compliance is obtained. This policy
will be in-serviced quarterly for the !
next 6 months beginning 6/1/12.

|

|

; J
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{F 309} ; Continued From page 53
 patient's severe R (right) leg pain...order given for |
 Lortab (narcotic)...” i

E Medical record review of a facility Medication

1 Record dated September 2011 and October
- 2011, revealed Lortab was administered for pain -
| management.

| Medical record review of a Nurse's Progress Note
! dated September 27, 2011, at 12:56 a.m.,

: revealed, "...still in tremendous pain...yelling when
'turned...or ehange of position..." Continued

i review of a Nurses's Note at 4,14 p,m,, revealed,

j “...sCreaming out in pain when care done.,.”

} Medical record review of a (mobile imaging)
+ Patient Report of the right femur (hip) xray dated
. September 27, 2011, revealed, "...no fracture Is

. seen,,"

- Medical record review of a Nurse's Progress ]
. Note dated September 30, 2011, at6:48 am,, !
. revealed, "...slept through the night...c/o i
* (complains of)...hurts up inside.,,"” *

Medical record review of a Physician's Note dated
. October 5, 2011, revealed, "...had a fall last week
»and xray was no % (fracture) noted but continued
‘ pain,.."
« Medical record review of a Nurse's Progress Note
, dated October 5, 2011, at 11:08 a.m., revealed,
| ...seen by (medical director) new orders for x-ray
! of right femur..."

' Continued review of a Nurse's Progress Note
' dated October 6, 2011, at 11:39 a,m,, revealed,
T"..received resuits...acute fracture...send to

i4) The DON or designee will report
{F 308} to the QAPI Committee the ]

| outcomes of the results of resident’s
pain control. This was begun on |
5/29/12 and will continue weekly |
for 6 weeks then as needed to ensure
compliance has been achieved. The |
DON will report the outcomes to the
next quarterly QAPI Commitiee and
ultimately the Administrator will
report to the Board quarterly.

Resident # 7
Discharged from facility |
2/5/2012 ;

1) DON reviewed the policy
“Guidelines for Notifying Physician
of Clinical Problems” on 5/25/12,
and added dialysis treatment. On
5/27/12 & 5/28/12 the DON
conducted an in-service with all
RNs and LPNs on the “Guidelines
for Notifying Physician of Clinical
Problems” to ensure that residents
received the ordered care timely.
Any RN and LPN who have not
attended the above in-service cannot
work until they have attended the
above mentioned in-service.

1
i
i
i
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{F 308} Continued From page 54 {F 300} Exhibit # 45 i

j (hospital) to consult orthopedic...”

. Notes, Physician's Progress Notes, or Physiclan's other residents for ordered care i
- Orders revealed no doo;émentaﬁoniaddressmg being provided by outside provider
“interventions for the resident's continued pain ! . in a timely manner, ie. Dialysis

: ggﬂ ‘September 27, 2011 through Oclober 6, : Tr e - ent.‘Th ere were no oth cr

: . resident affected by this deficient

: Residant #?: was admittéd! to th? facility on March f practice. On 6/1/12 the policy

i ;9. 2?:__3. with dggno;es mcfuldmg f;‘é’eﬁia\%ih | “Guidelines for Notifying Physicain
' Renal Disease, Cerebrovascular i ; o S ;

' Left Side Hemiparesis, Diabetes, and | of Chnude ;[’robk,m_.s was posted on
 Hypertension, : the nursing’s bL_ll!etm boalrd asa

i reminder of facility practice. This

, The resident was discharged from the facility on policy will be in-serviced quarterly

. February 13, 2012. - ! for the next 6 months beginning

| Madical record review of a Nursing Progress Note { with 6/1/12.

' dated September 7, 2011, revealed, "...Resldent

o Fen b oot e e b 3) The DON or designee will |
i members has tried to contact (na oSp ; 5 ) 2

| or 4 times to see if (resident) is coming back mon‘xtgr montbly any r.cmdent

s today..." receiving 9uts1d'e services by

.i 5 € 2 Nursing P it providers i.e. Dialysis to ensure
 Medical record review of a Nursing Progress Note residents receive their ordered care.

: dated Seplember 22, 2011, revazled, *..P, | Thiewas begonom 50912, ‘T

" (patient) returned from (named hospital) via e A MUBO/ESR B

' ambulance at 6:30 p.m..." : policy “Guideline for Notifying

: L i Physician of Clinical Problems™ will
* Medical record review of the Physician's Orders i be in-serviced quarterly for the next
' dated September 22, 2011, revealed, °...HD | & emohis beginning 6/1/12. This

| {(Hemodialysis) on Tu (Tuesday)/Th e ! : oL/ !
(Thursday)/Sat (Saturday) per (named dialysis [ policy will be part of orientation of

, clinic)..." new employees beginning 6/1/12.

* Medical record review of a Nursing Progress Note

 dated September 24, 2011, at 6:00 a.m., revealed
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{F 309}, Continued From page 55 I (F 309) 4) The DON or designes will report
; ! to the QAPI Committee any issues

: "...scheduled for dialysis at (named dialysis ¢linic)
: today at 3PM...will be going by ambulance,, At

: 4:00 pm...spoke with...(named dialysis elinig) re;

+ {regarding) No transportation to the clinic today,

' (Dialysis Clinic) will try to work {resident) in on

. Monday..."

* Medical record review of a Nursing Progress Note
i dated September 28, 2011, revealed, "...called
i (named hospital) to talk with resident's case
i manager,..to ask the reason why resident wasn't
+ picked up on 9-24~11 for Dialyss...(case
 manager) wasn't there another case
i manager...called me back to say...was looking

Into the problem...called (dialysis clinic)...(dialysls
| clinic) stated they were set to take (resident) but...
! (named ambulance) stated that (named hospital) !
. had not sent the medical necessity form to them i
| yet to transport...(named ambulance) called and |
i said they will pick up resident on 8-27-11..." |
: Medical record review of a Nursing Progress Note
| dated September 27, 2011, revealed *.. . was
| taken via ambulance around 2PM 1o go to
| (named dialysis ¢linic) but was deferred to
. {(named hospital) on the way due to resident
: bloed sugar being tee low,,."

J Medical record review of a.Nursing Progress Note
| dated September 28, 2011, revealed "... Taken,

| via,..ambulance to...schedule dialysis

’ appeintment,..”

i Medical record review of a Nursing Progress Note
i dated September 28, 2011, revealed "...Received
i phone call...at dialysis ¢linic to report that...had

: given Res (resident) 3 amps of D50% (Dextrose

+ 50%} res. Blood sugar was in the 30s and they

|

|

!

with outside provider in providing ;r
resident care. This was begun on |
5/29/12 and will continue weekly ]f
for 6 weeks then as needed to ensure
compliance has been achieved. The !
DON will report the outcomes to the
next quarterly QAPI Committee and
ultimately the Administrator will
report to the Board quarterly. The
next scheduled QAPI Committee
meeting is 6/20/12.
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{F 309} : Continued From page 56
1 got it to come up but it kept dropping. Res, being ;
 transported via ambulance to (named hospital) \
- per POA (power of attorney) request..." !

| Medical record review of a Nursing Progress Note
, dated Octaber 1, 2011, revealed "...Pt. returned
' from {(named hospital)..."

| Interview on May 8, 2012, at 8:45 &.m., with the
| Director of Nursing, in the therapy room,
f confirmed the Physician's Orders were not

, followed to ensure the resident received dialysis
: on September 24, 2011.

| clo #28839 ,
{F 314} | 483.25(c) TREATMENT/SVCS TO | {F312) |
$3=G ! PREVENT/HEAL PRESSURE SORES

. Based on the comprehensive assessment of a
resident, the facility must angure that a resident

. who enters the facility without pressure sores

' does not develop pressure sores unless the
individual's clinical condition demonstrates that

. they were unavoidable; and a resident having [

| pressure sores receives nesessary treatment and

! serviges to promote healing, prevent infection and

' prevent new sores from developing.

!
i
i
|
!

| This REQUIREMENT s not met as evidenped

i by

! Based on medical racord review, review of the

: facility policy, observation, and interview, the

i facility failed to identify a pressure ulcar and failed
! to provide treatment timely for a pressure ulcer

i which caused harm for one resident (#6) and

! failed to provide treatmant timely for a pressure
 ulcer for one resident (#7) of twenty-seven I
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{F 308} : Continued From page 56 | {F 309}/
 got it to come up but it kept dropping. Res, being f ;
i transported via ambulance to (named hospital) ! :
- per POA (power of attorney) request...” |
| Medital record review of a Nursing Progress Note '| i
i dated October 1, 2011, revealed "...Pt. returned J !
« from (named hospital)..." ! ]
; i
| Interview on May 8, 2012, at 8:45 a.m., with the '
| Director of Nursing, in the therapy room,
| confirmed the Physician's Orders were not [
 followed to ensure the resident recaived dialysis |
. on September 24, 2011. I
| clo #28830 , J
{F 314} 483.25(c) TREATMENT/SVCS TO {F314}| F 314 483.25(c) Treatment ! 6!@12
t

. who enters the facility without pressure sores
' does not develop pressure sores unless the
individual's clinical condition demonstrates that
. they were unaveidable; and a resident having I
| pressure sores receives nesessary treatment and

! sgvices to promote healing, prevent infection and
' pravent new sores from developing,

| This REQUIREMENT is not met as evidenced

| by:

E gased on medical record review, review of the

- facility policy, observation, and Interview, the

i facility failed to identify a pressure ulcer and failed
! to provide treatment timely for a pressure ulcer

; which caused harm for one resident (#6) and

! failed to provide treatment timely for a pressure
| ulcer for ona resident (#7) of twenty-seven
i

Resident #6

1) Upon notification of the delay in
appropriate wound care for Resident
#6, policies and procedures were
reviewed by DON/Wound Care
Nurse on 5/28/12. Revisions were
made to ensure all wounds will be
addressed as soon as they are found.
A packet was developed by Wound
Care Nurse on 5/27/12 that contains
a checklist for the nurse who finds
the wound to initiate treatment. An
in-service was provided on 5/29/12 l
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 resident’s reviewed.
i The findings included:

1' F
{F 314} ' Continued From page 57 ’
|
|
| Resident #5 was admitted to the facility on July |
* 12, 2011, with diagnoses including B-Cell ;
: Lymphoma, Diabetes, Depression, Gout, and

- Peripheral Vascular Disease.

' Medical record review of a Nursing Progress Note{
" dated April 21, 2012, revealed, “...Weekly skin

; assessment done: assessed all areas of the skin !
: with clothes off paying special attention to bony |
. areas, under arms, breasts, groin, buttocks, arms "

i and legs-resident has small red area to back of
| left leg, just below buttock. No other wounds |
i noted... " I

¥
. Medical record review of a Physical Therapist |

. Progress Note dated April 25, 2012, revealed,

'"...Pt. (patient) is saying that ,,.thinks...could walk

: just as well if not better without the thigh brace on

. left. Also stating that entire shoe will have to be

| replaced on the left b/c (because) it is too

i tight...does not like the therapist to pull the straps

: tight but prefers them iose (loose). | told

| (resident) | cannot altow them to be lose due to

! too much friction and slipping in the shoe...has an

. open wound on 2nd dorsal toe which is

" bandaged.

| Medical record review of a Nursing Progress Note

i dated April 28, 2012, revealed, “...weekly skin |

. assessment done...small spot with lopse skin -~ |

. around seemingly old wound on back of left thigh ]

i right below left buttock, no redness...looks |

: healed...Second and fourth digits of left foot with |
|
|

" band-aids. Resident refusad to have them
removed for assessment...no signs of

!'and 5/30/12 for all RNs & LPNs
{F 314} regarding the new packet. Any
RN/LPN who has not attended the
I above in-service cannot work until
JJ they have attended an in-service.
| Wound Care policies were approved
i by QAPI Committee on 5/27/12.

[

{ 2) On 5/29/12, Wound Care Nurse
i assessed all other residents to ensure
I no other unidentified wounds could
| be found. This includes Resident #6.
i No other residents identified as

« needing an order.

I
|
|

3) The DON/Wound Care Nurse |
I will monitor all wounds to ensure
r all wounds are promptly addressed
| and treated, effective 5/29/12. The i
! policies on Wound Care and |
| Treatment will be in-serviced

| quarterly for the next six months
beginning 6/1/12. This policy will
| be part of orientation of new
employees beginning 6/1/12.

4) The DON will report the Wound
Care outcomes quarterly to the
QAPI Committee and ultimately the
Administrator will report to the
Board quarterly. The next scheduled
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I ' Fl 3
; . API Committee meeting is
{F 314}; Continued From page 58 [ {F 314) 8;20”7 B
i inflammation noted around band-alds. No other | B ?
- wounds noted..." .’ y |
. Resident #7 !
; Meiic:l recard review of a wound assessment ‘ ll
| worksheet dated May 3, 2012, revealed 1st toe Resident discharged from facility |
i left foot with redness, 2nd toe left foot with 2/4/2012 . v ;
i radness, 3rd toe left foot measured 1.3 cm :
| (centimeters) length and 1,2 o width, wound I
! base with eschar/slough. 1) Upon notification of the delay in '
appropriate wound care for Resident
F
|
i
|

. dated May 3, 2012, revealed, “...Santyl to toes |7l

; dally, Cover with light dressing..,Vitamin C 500mg | jreviewed by DON/Wound Care
(milligrams) po (by mouth) BID (twice a day) x 2 Nurse on 5/28/12, revisions were

. Wks (Weeksk) Z;:“‘ 200mg po Q {every) day x made to ensure all wounds will be

, (times) 2 wks chack Albumin level if low...start addressed as soon as they are found.

: protein powder 2 s da o
. protein p cocpERdayx 2 Whs A packet was developed by the |

F
I
' Medical record review of a Medication Record | Wound Care Nurse 5/27/12 that
: dated May 2012, revealed "Santyl to open wound : contains a checklist for the nurse
|
!

I

_ : |

; gpefseirf;f_ﬁ' giﬁﬁﬁe?iﬁii??:w&gﬂt | who finds the fvound to initiate |

! Record dated May 2012 revealed treatment to the | treatment. An in-service was l
i toes was not initialed as provided until May 3, ' provided on 5/29, 5/30, 5/31/12 for
12012, | all RN & LPN’s regarding the new

Wound Care packet. Any RN/LPN

|

i

|

I

|

' Medical record review of a Nursing Progress Note ;
who has not attended the above in-

, dated May 6, 2012, revealed ",,.Weekly skin

| assessment done...3 toes on Lt (foot) have rub service cannot work until they have

i abrasions which are being treated as ordered..." dterided ufi indesrvice. Wolind Care

| . .

. Medical record review of a wound assessment policies were implemented by QAPI

' worksheet dated May 8, 2012, revealed, "...(left) Committee on 5/27/12 and an

: foot...Stage -"i---gsghaffSIOUBh--z-ﬁfgfttﬂelﬁ'-o(fefc%m) updated in-service given to nurses

' 0.2 W (width) 0.2 D (depth) 0...2nd toe L 0.1 11/12 for i .

10.1 (no depth)...3rd toe L 0.3 W 0.4 D 0.." on 6/1/12 for implementation i

: Medical record review of a wound assessment Exhibit 75, 76 I ?
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! Left Side Hemiparesis, Diabetes, and
; Hypertension,

The resident was discharged from the fagility on
. February 13, 2012,

, Medical record review of a Nursing Prograss Note
: dated September 22, 2011, revealed, *...Pt
" (patient) returned from {named hospz!al) via

; ambulance at 6:30 p.m..."

: Medical record review of a Nursing Home

- Physician's Order from the hospital dated

- September 22, 2011, revealed, "...cont (continue)

, L (left) leg decubitus ulcer care per...wound care

s orders,.,"

1

: : Medical record review of a Nursing Progress Note
dated September 23, 2011, revealad,

-' "...Received report that res:dent had returned to
faclhty with decubitus ulcers. Stage 1 to sacral

 area, left heel (and) ankle. Stage 2 to left calf.

| Treatment nurse to evaluate (and) obtain MD
« (Medical Doctor) orders for treatment...Please

| disregard stage 2 ulcer as noted above. Further

. evaluation reveals that resident came back with
an unstageable ulcer..."

- Medical record review of a Physician's Order

' dated September 27, 2011, revealed, "...Santyl to
' LLE (left lower extremity) wounds, cover with

' Aquace] Ag and Kerlix daily...”

 Medical record review of the Wound Assessment
' Worksheet dated September 28, 2011, revealed,
"..Lheel..Length 1.7 cm (centarneters) Width 1.7
, ern Depth (question mark),..Eschar...(upper) L

' ankle...Length 0. 8 cm Width 0.4 cm Depth

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER; e ‘”‘é’éﬂﬁfé’é‘f ¥
A BUILDING
R
44E200 B. WING 06/05/2012
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZIP CODE
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DAYTON, TN 37321
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COM{PXL?HOM
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: r ‘
{F 314} | Continued From page 60 {F 314}/2) On 5/29/12, Wound Care Nurse

assessed all other residents to ensure
{10 other unidentified wounds could
tbe found. This included Resident
#6. No other residents identified as |
needing an order.

3) The DON/Wound Care Nurse
will monitor all wounds to ensure
all wounds are promptly addressed
and treated, effective 5/29/12. The
policies on Wound Care and
Treatment will be in-serviced
quarterly for the next six months
beginning 5/29/12. This policy will
be part of orientation of new

I employees beginning 6/1/12.

| 4) The DON will report the Wound

i Care outcomes guarterly to the
QAPI Committee and ultimately the
Administrator will report to the
Board quarterly. The next scheduled
QAPI Committee meeting is
6/20/12.
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{F 314}; Continued From page 61
: {question mark)...Eschar...L calf...Length 1.7 ¢m
' Width 3,0 cm Depth 0 em...Slough,,."

; Medical record review of the Treatment Record

| {undated) revealed, "...L heel-clean (with) wound

: Cleaner, santyl to Eschar. Cover with Aquacel Ag

 (and) cover (with) kerlix Q (every) day...L ankle:
clean (with) wound cleaner apply santyl, Aquacel

+ Ag (and) cover (with) kerix...L calf-posterior

. aspect: santyl to wound, cover (with) Aquace! Ag

- (and) kerlix ..." Continued review revealed

| treatment was not initialed as provided until the
27th. (September, 2011) f

; Medical record review of a Progress Note Report ,
- dated January 27, 2012, revealed, "...Skin :
+ Integrity No aiterations...” !

Interview on May 8, 2012, at 8:40 a.m,, with the
Director of Mursing, In the therapy room,
i confirmed wound ¢care was not provided until
' physician orders were obtained on September 27,
: 2011,

: Interview on May 14, 2012, at 11:25 a.m., with the
: Wound Care Nurse, at the nursing station,

. confirmed the nurse was not aware of the wound

. care orders when discharged from the hospital on
1 September 22, 2011.

- clo #28839
{F 323} 483,26(h) FREE OF ACCIDENT
8= | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
: environment remains as free of accident hazards

as is possible; and each resident receives
: adequate supervision and assistance devices to |

{F 314}

{F 323}

|
|
|
|
|
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i 5)
H cmglmow

{F 314} | Continued From page 61
' {question mark)...Eschar...L calf..Length 1.7 em
' Width 3.0 cm Depth 0 ¢m...Slough,,.”
: Medical record review of the Treatment Record
| {undated) revealed, "...L heel-clean (with) wound
: Cleaner, santyl to Eschar. Cover with Aquacel Ag
1 (and) cover (with) kerlix Q (every) day...L ankle:

clean (with) wound cleaner apply santyl, Aquacel

* Ag (and) cover (with) kerlix...L calf-posterior
. aspect: santyl to wound, cover (with) Aquace! Ag
- (and) kerlix ..." Continued review revealed
 treatment was not initialed as provided untii the
_27th. (September, 2011)

: Medical record review of a Progress Note Report
- dated January 27, 2012, revealed, "...Skin :

' Integrity No alterations,,,”

interview on May 8, 2012, at 8:40 a.m., with the |
Director of Nursing, In the therapy room,
i confirmed wound care was not provided until
 physician orders were obtained on September 27,
: 2001,

; Interview on May 14, 2012, at 11:25 a.m., with the
: Wound Care Nurse, at the nursing station,

. confirmed the rurse was not aware of the wound

. care ordars when discharged from the hospital on
1 September 22, 2011.

' clo #26639
{F 323} ; 483.25(h) FREE OF ACCIDENT
$$=F | HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident

: environment remains as free of accident hazards
as is possible! and each resident receives

- adequate supervision and assistance devices to

|
|

{F 323}

|
|
|
|

1323 483.25(h) Free of accident 6/ /12
hazards/supervision/devices ¢
1) After being informed of the

facilities failure to ensure that the
resident’s environment remains as
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{F 328} . Continued From page 62
j prevent accidents.

i

i This REQUIREMENT is not met as evidenced

i by:

| Based on medical record review, review of the

i facility policy, review of the facility investigation,
 review of the manufacturer's information,

. observation, and interview, the facility failed to

i provide supervision to prevent accidents for eight
[ (#5, #4, #18, #3, #2, #14, #19, #21, #26)

: residents of twenfy-seven residents reviewed.

- The facility's failure to supervise to prevent

; accidents placed residents #18, #3, #2, #4, #14,

' #19, #26 in Immediate Jeopardy, (Immediate

: Jeopardy is a situation in which the provider's

! noncompliance with one or more reguirements of
i participation, has caused or is likely fo cause

- serious hamm, injury, impairment or death),

- The facility provided a Credible Allegation of

; Compliance on May 30, 2012. A revisit

" conducted on June 4 - June §, 2012, revealed the
' corrective actions implemented on May 30, 2012,
: removed the Immediate Jeopardy,

; Non-compliance for F-323 continues at an "E”

i level citation (potential for more than minimal

; harm),
- The findings included:

I
i Validation of the Credible Allegation of !
1 Compliance was accomplished through medical
! record review, observation, facility policy review,
" and interviews with facility staff, including
. administrative staff,

I

i

!
DEFICIENCY) f
free of accident hazards as is ]
{F 323}, possible; and each resident receives
iadequate supervision and assistance
+ devices to prevent accidents, the
following was put in place

| |

J Resident # 5

| Resident #5 discharged on 2/5/11.

! On 5/27/12 the DON revised and
developed new Behavior l
Management and Monitoring ;
Policies to address residents
identified as having problematic !
behaviors that would need
psychiatric consultation and
behavioral management. These
policies include Behavior
Assessment and Monitoring, use of
. Restraints and Unmanageable
Residents. Residents admitted with
i a history of impaired cognition,
problematic behaviors, or mental
illness will have a Geropsych
Practitioner Consult (noted in
policy). Policies were approved by |
Medical Director and QA
Committee on 5/27/12.

In-services were conducted on
revised Behavior Management

|
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1

{F 323} : Continued From page 63

il The facility provided evidence Resident #5 was

! discharged from the facility on February §, 2011,

- The facility provided evidence of a revised i
. Behavioral Management Program, specific to i
. Residents with problematic behavioral needs i
: requiring psychiatric and behavioral

. management, Inctuded In this program were
i Behavipral Assessment and Monitoring;

: Unmanageable Residents; Guidelines for

. Physician Notification; and Use of Restraints.

! The Medical Director evaluated all Residants with
! psychoactive medications and Residents with

| behavioral diagnoses; and the Geriopsych

' provider consulted with Residents with a history

: of impaired cognition, behavioral eplsodes, and/or
| mental iliness.

j[ The facliity provided evidence of completed Side
| Rail Assessments, Pre-Restraint and Restraints

: Assessments, and Informgd Consents for

, rastraint usage. Facility policies identify Side Rail
| Assessments will be completed upon admission

“ and quarterly, thereafter, 'Pre-Restraint )

! Assessments will be completed prior to restraint
| application; and Restraint:Assessments will be

- completed quarterly.

! The facility's Fall Prevention Program included

| approaches to evaluate and identify apprppriate

: interventions to prevent falls: Fall Checklist;

! Post-Fall Nursing Assessment; Post-Fall

i Investigation; Occurrence Investigation
 Staternent; and Physical Therapist Screen
 (Residents with falls), The program included "Fall
, Prevention and Potential Interventions” and

MPolicies and Guidelines tor

{F 323}| Notification of Physician for

, Problematic Behaviors and other
issues that address residents not
responding satisfactorily to

: treatments on 5/28/12 & 5/29/12.
Inservices given to all RN’s, LPN’s,
CNA’s, Housekeeping, Dietary,
Social Worker, Maintance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists. Staff not in aftendance will
no be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PL

Resident # 4

The resident was treated at the
hospital following incident and
returned to the facility on 2/5/2011.

On 05/27/12 the DON revised and
developed new Behavior
Management and Monitoring |
Policies to address problematic
resident behaviors that need
psychiatric consultation and
behavior management. These
 policies include the following:
Behavior Assessment and
Monitoring; Unmanageable
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esidents. Residents admitted with

F 323} tinued F ; . . : i

{ }i Gon Fam page 64 {F323} 5 history of impaired cognition,

| "Strategies for Reducing the Risk of Falis® which
' were posted at the Nurse's Station as a resource
: for the staff.

i The facility provided evidence of a Resident Fall
. Investigation, which was investigated timely, with
| 8ppropriate interventions, to include notifications
[ to the Physlcian and family, and the care plan

! was revised; the facility's investigation and

» response 1o the fall was thorough, and in

» accordance with the facility's revised policies and
; procedures.

- The facility provided evidence of care plan
 reviews (o ensure appropriate behavioral and fall
. prevention interventions.

| The facility provided evidence of in-services

i related to policies and procedures for Behavior

i Assessment and Monitoring Prograrn; Incidents

* and Accidents; Falls Prevention Program (Falling
: Leaf); Restraint Use and Management, Accident
+ and Incidents Clinical Protocol for Conducting

i Neuro-Checks (falls with head injury and/or i
' un-witnessed falls); and Hoyer Lift and Transfers.

: Observation of the Resldents throughout the

follow-up visit revealed facillty staff approached

+ and interacted appropriately with the Residents,

' gocording to the facllity's Behavioral Management

' Program, Continued obsarvation of random

I Residents with side rails and/or restraints,

| confirmed the facility’s palicies were followed in

. accordance with restraint usage, to Include
assessment for the safest and least restrictive

~device, informed consents, and ¢are plan

: revision.

problematic behavior or mental
illness will have a Geropsych

i Practitioner Consult (noted in

j policy). Policies were approved by
Medical Director and QA
Committee on 5/27/12. Inservices
given 5/27/12-5/30/12 to all RN’s,
LPN’s, CNA’s, Housekeeping,

i Dietary, Social Worker,

| Maintenance, Activities Director,
! Laundry, PT, Office Staff,

i Administrator, Feeding Assists.

| Staff not in attendance will no be

,| able to work until inservices are

[ complete. DON/RN will oversee

| Inservices and report to QA/PI.

’ Exhibit # 19
Resident # 18

On 05/15/2012 the DON
implemented a new Side Rail
Assessment to be conducted on all
new admissions and quarterly
thereafter. This form was approved
by the Medical Director and QA
Committee on 5/27/12. On 5/17/12
Resident # 18 was evaluated by
DON for 1/4 side rails and these

|
|
|

i

|

f
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F323 rails were applied on 5/17/12.
Resident was placed on a new
facility bed that allowed staff to
place bed in low position.

Use of Restraint policy was
developed by DON and approved by
the Medical Director and QA
Committee on 5/27/12. No restraints
can be applied without approval of
DON/ Medical Director.

Inservices given 5/27/2012-
5/30/2012 to all RN’s, LPN’s,
CNA’s, Housekeeping, Dietary,
Social Worker, Maintenance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists. Staff not in attendance will
no be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PIL.

Resident #3 & #2

Resident # 3 is no longer a resident
at the facility.

The Abuse Investigation and
Incident and Accident, Investigating
and Reporting policies were
reviewed and revised by the DON
and Healthcare Consultant on

]
(X6) DATE

L ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE

FORM CMS-2587(02-92) Pravious Versions Obsolete Event I0: GELS12 Facility 1D TN7201 if continuation sheet Page g5 1 of 10t



From: 06/20/2012 13:45 #415 P.022/130

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 08/0712042
CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES | {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE ONSTRUCTION {(%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
44E200 B. WING R
06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
114 CAMPUS DRIVE
LAURELBROOK SANITARIUM DAYTON, TN 37321
(X4) 1D SUMMARY STATEMENT OF DEFFICIENCIES [9] PROVIDERS PLAN OF CORRECTION (X5)
PREFIX PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F123 5/27/12. The Healthcare Consultant
inserviced these policies with the
DON, Administrator and Medical
Director on 5/28/12 emphasizing the
importance of timely investigations
and capturing all incidents.
Inservices given on 5/27/12-5/30/12
to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will no be
able to work until inservices are
complete. DON/RN will oversee
inservices and report to QA/PL.

Exhibit # 20

Resident # 2, #14, #19 , #26

A Talls Prevention Program called
The Falling Leaf Program was
developed by the interdisciplinary
team in January 2012 and Physical
Therapy is responsible for this
program. This has been reviewed
and revised on 5/27/12 to provide
staff and interdisciplinary team
members with an approach to
evaluating and identifying
appropriate interventions.
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F 323 New forms and revised process for

investigating falls have been
developed and implemented
5/28/12. Fall checklist, post fall
Nursing Assessment, post Fall
Investigation, Occurrence
Investigation Statement were
approved by the DON,
Administration and Medical
Director on 5/28/12.

Beginning 5/28/12 the Physical
Therapist began screening residents
with falls.

The revised post Fall Investigation
Form has possible Preventative
Measures and suggested
interventions that can aid licensed
staff with implementing appropriate
interventions. Also Fall Prevention
and Potential Interventions and
Stratcgies for Reducing the Risk for
Falls were posted at the Nursing
Station as a resource for selection of
interventions if a fall occurs. This
was done 5/29/12 by DON.

The Falls Prevention Program
includes a quarterly assessment of
resident rooms and bath equipment
conducted by maintenance staff for
needed repairs. This assessment
was begun January 2012 and revised
05/29/2012 to capture the
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£393 appropriate documentation for
repairs.

Inservices given; 5/27/2012-
5/30/2012 to all RN’s, LPN’s,
CNA’s. Housekeeping, Dietary,
Social Worker, Maintenance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists. Staff not in attendance will
not be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PL

The newly created falls checklist
has a notation to remind the staff to
notify PT of falls.

The Falls Prevention and Potential
Interventions were placed at the
nurse’s station 5/28/12. New forms
and revised process for investigating
falls, and the the revised post falls
investigation forms were inserviced
to RN’s, LPN’s, and CNA’s
5/28/12-5/30/12 by DON and
RN/BSN.

The DON is responsible for the
overall Falls Prevention Program,
effective 5/29/2012.

L. -
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F323 The Accident and Incidents Clinical

Protocol policy for conducting
Neuro checks following incidents
where residents may have suffered
head injury during the fall or an un-
witnessed fall, was revised to follow
facility policy. All residents
experiencing falls will be monitored
for 72 hours including Neuro checks
according to facility policy. DON
or designee will monitor this
process effective 5/16/12.
In-services given 5/27/2012-
5/30/2012 on Fall Prevention
Program, Accident/Incidents; Neuro
checks to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintenance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will not be
able to work until in-services are
complete. DON/RN will oversee in-
services and report to QA/PL

Exhibit # 22

Resident # 21

After being informed by surveyor
that CNA #12 had transported
Resident # 21 from shower room, in
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F 323 a Hoyer lift, with the wrong sling,
the DON conducted a teachable
moment with CNA #12 on 5/14/12
and other staff working that day
teaching that residents must not be
transported down the hallway when
residents are in the Hoyer lift. The
Hoyer lift policy was reviewed with
all staff working on the 7-3 and 3-11
shift by the DON on 5/16/12. All
other licensed staff were then
inserviced between 5/27/12-5/30/12.

Exhibit # 23

2) The DON reviewed the
deficiencies stated in the 2567 to
identify in-services needed and to
address each tag cited. Inservices
given from 5/27/2012-5/30/on
Hoyer Lift to all RN’s, LPN’s,
CNA'’s,. Staff not in attendance will
not be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PIL.

All residents received a Side Rail
Assessment by a licensed nurse to
determine appropriate use of side
rails and restraints on those
residents identified as being
restrained by the use of side rails,
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F 1323 Gerl chairs, merry-walkers or
specialized wheelchairs. They
received a pre-restraint assessment
and an informed consent was
obtained. This process was begun
on 5/15/12 and was completed on
5/29/12 with Medical Director and
DON approval. Inservices given
5/27/2012-5/30/2012 on Restraint
Management; Side Rail Assessment;
Informed Consent and Behavior
Assessment and Management to all
RN’s, LPN’s, CNA’s. Staff not in
attendance will not be able to work
until in-services are complete.
DON/RN will oversee in-services
and report to QA/PL.

Exhibit # 9

The following policies or
procedures have been changed by
the DON and approved by Medical
Director and QA Committee on
5/27/12 to address these deficiencies
and practices:
-Use of Restraints
-Behavior Assessment and
Monitoring
-Side rail Assessment on Admission
and Quarterly

-Abuse Investigation

-Resident Rights
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F323 | Inservices given 5/27/2012-
/30/2012 on Use of Restrains;

! Behavior Assessment and
Monitoring; Side Rail Assessment,
Admission and Quarterly;
Investigation to all RN’s, LPN’s,
CNA'’s. Resident Rights was given
to all Housekeeping, Dietary, Social
Worker, Maintenance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will no be
able to work until inservices are
complete. DON/RN will oversee
inservices and report to QA/PL.

Exhibit # 10

Teachable moments/in-services
were conducted by DON on 5/24
and 5/25/12 on the following topics:

-Resident Rights and Dignity
-Restraints ie Seclusion
-Abuse/Seclusion for Resident #1
-Accident and Supervision
-Behavior Management

Inservices given 5/27/2012-
5/30/2012 to all RN’s, LPN’s,
CNA'’s, Housekeeping, Dietary,
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F 323

Social Worker, Maintenance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists. Staff not in attendance will
no be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PL.

Exhibit # 11

Beginning 5/22/12 the Physical
Therapist began screening residents
with falls to assist with identifying
appropriate interventions.

The newly created falls checklist
provides the notification as a
reminder to the staff to PT of falls.

3) On 5/27/12, DON has
developed a tracking process to log
all accidents and incidents, and
investigate in a timely manner. A
Falling Leaf Program was
implemented in January 2012,
revised 5/29/12 which includes PT
screens on all falls. Developed new
checklist for falls, bruises and skin
tear to ensure correct investigation
and track appropriate interventions.

The Office Manager will maintain a
list of new employees with dates of
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!
{F 323}' Continued From page 65

interviews with random facility staff during the

; revisit confirmed they had received In-services

 related to Behavior Assessment and Monitoring

! Program; Incidents and Accidents; Falls

' Prevention Program (Falling Leaf); Restraint Use
i and Management; Accident and Incidents Clinical

i Protocol for Conducting Neuro-Checks (falls with

; head injury and/or un-witnessed falls); and Hoyer
Lift and Transfers.

1
I
|
|
|
i t
!
i
|
!

| Interview with the Director of Nursing confirmed
personal oversight of Incidents and Accidents and
! the Falt Pravention Program. Continued interview
{ confirmed, to ensure continuity in the facility's
comphanr:e Occurrances and Incidents and
| Accidents are reviewed daily, Monday thru Friday,
during normal work days.

, The facility will remain out of compliance at an "E"

* level until it provides an accaptable Plan of

t Correction to include monitoring to ensure the

| deficient practice does not recur and the facility's

- corrective measures could be reviewed and

, evaluated by the Quality Assurance Committee,

{F 363} ! 483.35(c) MENUS MEET RES NEEDS/PREP IN
ss=F | ADVANCE/FOLLOWED

| Menus must meet the nutritional needs of
| residents in accordance with the recommended
 dietary allowances of the Food and Nutrition

[ Board of the National Research Council, National
Academy of Sciences; be prepared in advance;
and be followed,

1
Th!s REQUIREMENT Is not met as evidenced

by:
r Based an observation, interview, review of

abuse registry checks. No employee

{F 323}1will be able to begin work until
,gregisn'y checks are complete. This
twill be monitored by the
IAdminierator monthly.

|

14) The DON will report the
outcomes of accident and incident
investigations. The Office Manager
will report on abuse registry checks
to the quarterly QAPI Committee
and ultimately the Administrator
will report to the Board quarterly.
The next scheduled QAPI |
Committee meeting is 6/20/12. '

{F 368}
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{F 323} Continued From page 65 ;E {F 323}1i
Interviews with random facility staff during the | | 1
, revisit confirmed they had received in-services | 1 ;
| related to Behavior Assessment and Monitoring | i
! Program; Incidents and Accidents; Falls !
' Prevention Program (Falfing Leaf); Restraint Use i
| and Management; Accident and Incidents Clinical '
! Protocol for Conducting Neuro-Checks (falls with '
‘ head injury and/or un-witnessed falls); and Hoyer
j Lift and Transfers.
I Interview with the Director of Nursing confirmed
parsonal oversight of Incidents and Accidents and
i the Fall Prevention Program. Centinued interview
; confirmed, to ensure continuity in the facllity's
i compliance, Oceurrences and Incidents and
: Accidents are reviewed daily, Monday thru Friday, i
_ during norrial work days. '
The facility will remain out of compliance at an "E" | !
" level until it provides an acceptable Plan of
¢ Correction to include monitoring to ensure the
 deficient practice does not recur and the facility's
. corrective measures could be reviewed and
, evaluated by the Quality Assurance Committee, F363 483.35 (c)
{F 363} : 483.35(c) MENUS MEET RES NEEDS/PREP IN {F 363} 6/612
ss=F | ADVANCE/FOLLOWED 1) All menus have been updated
| Menus must meet the nutritional needs of with correct portions size/scoop by
residents in accordance with the recommended the dietary manager and signed by
. diatary allowances of the Food and Nutrition dietitian on 5/21/12. 100% of
| Board of the National Research Council, National dietary staff have been in-serviced
Qggﬁﬂgi&iﬂem“%' be prepared in advance; by the dietary manager on these
’ menus and the correct scoop to use
when serving cach item, substitution|
:_ Ihls REQUIREMENT is not met as evidenced of items must be approved with
: by: ; ' manag i
Based on observation,interview, review of dietary manager prior to ‘
Foclity ID; TN7201 it continuation shoet Page 66 of 101
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{F 363} . Continued From page 66

I resident council meeting minutes, and review of

' distary menus, the facllity failed to ensure menus
included portion sizes for five of five weaks, failed

“to ensura planned menus were followed, and

i falled to ensure mechanically aftered menus were
consistent with the regular menu for two of two

. lunch meals observed.

. The findings included:

' Observation of the tray line on May 14, 2012, at

. 9:50 a.m,, in the dietary department, revealed the
, Staff serving casserole and potatoes with a green
 scoop (#6 scoop=2/3 cup), peas ang carrots with

 a slotted serving spoon (unknown quantity),

: pureed tomatoes and pureed fiber protein with a

« grey scoop (#8 scoop=1/2 cup).

" Interview with the Dietary Manager on May 14,

+ 2012, at 10:05 a.m., in the dietary office, revealed

! the green scoop contained 2 2/3 ounces, the

| grey scoop contained % cup, and the slotted
spoon portion size was unknown, Further

 Interview with the Dietary Manager confirmed the

. menus provided for the last five weeks signed by
the Registered Dietician (RD) had no portion

. sizes.

i Telephone interview with the RD, on May 14,
2012, at 1:50 p.m., confirmed the menus had

. been prepared by an outside dietetic company,

- did not have portion sizes, and current dletary

- standards for menu preparation were to indicate

“measured portions.

| Observation of the tray line on May 15, 2012, at

J

{F 363}| personal menu for those residents
‘receiving them will be provided

15/27/12.
|

substitution, items requests by J
!
|
1
|

2) Before a menu is posted the
Dietary Manager will make sure
items on the menu are available and
in stock or that they will be ordered
on Monday to be delivered on
Wednesday. The menu will then be
posted by Friday for the following
week. This procedure was
implemented on 5/27/12

3) Beginning 6/1/12 the Dietary
Manager will interview each
resident with a Personal Menu once
weekly for 4 weeks, then monthly
for two months, to make sure they
are receiving the items ordered on

i their Personal Menu.

On 6/1/12 The Dietary Manager will
! conduct quarterly in-services on: '
Scoop size and portion control and
Personal Menu’s to include what
they are and what choices the
resident have and to make sure their
choices are delivered at time of

FORM CM5-2587(D2-08) Provious Vorslong Obsolete

* 11:20 a.m., revealed the pureed desert for a request.
! diabetic resident was unavailable and was
5 1 \
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R
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44£200 06/05/2012
HAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CORE
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D - SUMMARY STATEMENT OF DEFICIENCIES I o PROVIDER'S PLAN OF !
gégmx : (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX | {EACH CORRECTIVE AcT%‘b?gggaFDNBE cougll.%ﬂow
TAG °©  REGULATORY OR LSCIDENTIFYING INFORMATION) I TAG |  CROSS-REFERENCED TO THE APPROPRIATE - oATe
| ! DEFICIENCY)
: ) chginning 6/1/12The Dietary {
{F 363} Continued From page 67 {F 363} Manager will maintain a copy of the
 substituted with a regular pureed desert and weekly menu and will check two
r approved by the Dietary Manager. meals per week by doing the
" Review of Resident Coungil mesting minutes for following: (1) checking five resident
{ May 9, 2012, reveaied complaints from residents trays in the dinning room or
i regarding dietary menus not being followed. resident’s room against the menu.

(2) looking for any substitutions.

! Interviews with residents in the group meeting on > : ;
ey g Any Substitute menu items will be

' May 14, 2012, at 3:00 p.m,, revealed complaints

! from all ﬁ\fe residents prasent about the facifity written on the current menu for
not following the pianned menus, tracking the number of substitutions. |
' Observation on May 14, 2012, at 11:20 am., in ; . _
: the dietary department, reveated the following 14) The dietary manager will report
items were being served for lunch: linkett | outcomes of monitoring menus and
' casserole, mashed potatoes, carrots and peas preparations to the Quarterly QA/PI
- (substituted for green beans), carrot salad, and ninreiiteeanil e administeator

, pureed tomatoes, and pureed fiber protein, ;
f will report to the board quarterly.

« Review of the planned mem;_ far May 14, 2@12, | The next scheduled QAPI
signed by the RD revealed: linkett casseroie, = . .

. green beans, bread and butter, cole siaw, frosted Committee meeting is 6/20/12.

¢ pineapple, and cookies.

| Observation on May 15, 2012, at 11:30 a.m., in

i the dietary department revealed the following

- items were served for lunch: chicken tetrazzini

! (substituted for lentil loaf), collard greens, bread
 and butter (substituted for mashed potatoes and
t gravy), and pureed diced tomatoes.

| Review of the planned menu for May 15, 2012,

! signed by the RD revealed: lentil loaf, mash
potatoes, gravy, coliard greens, bread and butter,
diced tomatoes, and fruit cocktail cake.

Interview with the Dietary Manager on May 15, !
. 2012, at 1:20 p.m., In the dietary department, i

!
Faciity 1D; TNT201 if continuation sheet Page 68 of 101
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{F 363} : Continued From page 68

t confirmed the planned menus were not followed
and the pureed diet always consisted of the items !

" which had been served on the regular menu the
! previous day, and differed from the day's regular
i menu.

{F 367) . 483.35(e) THERAPEUTIC DIET PRESCRIBED

§s=0 | BY PHYSICIAN

, Therapeutic diets must be prescribed by the
i attending physician.
|

| This REQUIREMENT is not met as evidenced

: by:

: Based on medicat record review, observation,

" and interview, the facility falled to provide a
therapeutic diet for two residents (#23, and #24)

. of twenty-seven residents reviewed,

; The findings in¢luded:

| Resident %23 was admitted to the facilty with
. diagnoses including Dementia and Osteoporosis.

' Medical record review of the Mimimum Data Set

- {(MDS) dated March 15, 2012, revealed the

' resident was severely impaired for daily decision

: making, inattention continuausly present, totally

- dependent on staff for eating, no swallowing

i disorder, obvious or likely cavity or broken natural
 teeth, and on a mechanically altered dlet,

|

| Medical record review of an Interdisciplinary Care
i Plan last reviewed on June 16, 2011, revealed,

1 "...assist with feeding as needed...honey

' thickened liquid 2/7/12..."

|

; Medical record review of a Resident Plan of Care

{
|
';
{F 363}

{F 387)

i
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i {
{F 363} - Continued From page 68 i {F 363} ;
! confirmed the planned menus were not followed
~and the pureed diet always consisted of the items F
- which had been served on the regular menu the i 5
! previous day, and differed from the day's regular ' . ]
i menu. f i
: - |
{F 367}, 483.35(e) THERAPEUTIC DIET PRESCRIBED | {F 3687} 367 483.35(e) Therapeutic Diet i

§8=0 | BY PHYSICIAN

 Therapeutic diets must be prescribed by the
i attending physician.
i

| This REQUIREMENT is not met as evidenced
by

i Based on medical record review, observation,

. and interview, the facility falled to provide a
_lherapeutic diet for two residents (#23, and #24)
. of twenty-seven residents reviewed,

"The findings includexi:

. Resident #23 was admitted to the faciiity with
. diagnoses including Dementla and Osteoporosis, i

- Medical record review of the Mimimum Data Set

: (MDS) dated March 15, 2012, revealed the

' resident was severely impaired for daily decision

* making, inattention continuously present, totally

- dependent on staff for eating, no swallowing

| disorder, obvious or likely cavity or broken natural
 teeth, and on a mechanically altered diet,

|

)
1
!

| Medical record review of an Interdisciplinary Care
i Plan last reviewed on June 16, 2011, revealed,

1 "...assist with feeding as needed...honey

| thickened liquid 2/7/12...°

i

Medical record review of a Resident Plan of Care

! was added to the policy “Assistance |
i with Meals” and in-services were

|

]
f

J

F provided to each RN, LPN, &

612
Prescribed by Physician oe

Resident #23

1) Upon being made aware of CNA
#16 practice of feceding Resident
#23, the DON in-serviced her, and
other CNA’s, on 5/14/12

concerning the discontinuation of
syringe feeding practice without a
physician order and how to properly
thicken residents food. Use of
feeding devices such as use of [
syringes must be approved by DON |
prior to using special devices. This

|
|
|

CNA’s 5/27/12-5/30/12. Any
RN/LPN/CNA who has not attended
the above in-service cannot work
until they have attended an in-
service. DON assessed resident for
feeding device and family notitied
and d/c’d on 5/17/12.

1

FORM C1S-2587(02-69) Pravicus Vearsians Obsoleta
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{F 367} : Continued From page 69
Instructions, no date, revealed, "...can be fed
using a syringe..."

Medical record review of a Physician Orders for

{F 337}|2) On 5/15/12 to 5/16/12,

:DON;’ADON observed all other
' residents and no other residents
i were being fed with a syringe. In-

Scope of Treatment (POST) dated September
" 11, 2009, revealed "...feeding tube for a defined
: trial peried..."

! Medical record review of a Physician

. Recapituiation Orders dated May 2012, revealed,
"eDiet « N/A (non applicable) honey thickened
liquids..."

E Medical record review of Mobile Dental Services
' notes dated March 8, 2011, March 29, 2011, May
| 18, 2011, September 15, 2011, and January 5,

| 2012, revealed the resident had been treated,

' Medical record review of a Nurse's Note dated

: September 15, 2011, at 1:00 p.m., revealed a

. care plan meeting by way of telephone with the

! resident's daughter and no indication the resident
! was to be fed by a syringe.

! Medical record review of a Dietary Manager note |

. dated September 15, 2011, at 2:45 p.m.,
- revealed, "...complete feed and at times requires

+ a syringe to feed..."

' Mediical record review of a Dietician note dated
| September 22, 2011, at 9:33 a.m., revealed,
I'v. fed with syringe as needed...”

|
!
i
}

, Medical record review of a Dietician note dated
: December 28, 2011, at 9:40 a.m,, revealed,
i "...continue POC (plan of care)..."

1 service on “Assistance with Meals”
i were provided to each RN, LPN, &
i CNA’s 5/27/12-5/30/12. Any

{ RN/LPN/CNA who has not attended |
the above in-service cannot work
until they have attended an in-
service. |

3) The DON/ADON will monitor
monthly residents requiring
assistance with eating to ensure that
no resident is being fed with a
syringe without physician order and |
proper evaluation by Speech
Therapist beginning 6/1/2012.

4) The DON will report to the
QAPI Committee the outcomes of
monitoring residents requiring
assistance with eating and any
swallowing difficulties. The DON
will report the outcomes at the next
quarterly QAPI Committee and
ultimately the Administrator will
report to the Board quarterly. The
next scheduled QAPI Committee
meeting is 6/20/12.

1
: Medical record review of a Dieticlan note dated

FORM CMS-2557(C2-00) Provious Versions Obsolele
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{F 367} | Continued From page 70 I {F 3687} Resident #24 ].

fMarch 26, 2012, at 4113 p.m., revealed, *...honey |
! thick liquids.,.vegan/pureed., fed with synnge but 1) Resident #24 was assessed on

; sometimes won't open mouth..,”
13/17/12 by the DON for need to use

: Observation on May 15, 2012, at 8:05 a.m., in the
" activity room, revealed Resident #23 sitting in a

i wheel chair, Certified Nurse Ajde (CNA) #16 |

| feeding the resident with a sixty ¢c (cubic i

! centimeters) syringe.

. Interview with CNA #16 on May 15, 2012, at 8:10
‘ a.m., revealed the syringe contained pureed
. patmeal, peanut butter, and milk.

' Observation with the Diractor of Nursing (DON) |
- on May 15, 2012, at 8:18 a.m., in the activity |
. room, revealed CNA student #1 feeding resident
 #23 w:th a syringe containing milk that had not

! been thickered and the DON instructed the

. : student to thicken the milk.

Interwew with the CNA Instructor on May 15,

£ 2012, at 9:50 a.m., in the front office, confirmed
] CNA student #1 had not been trained to feed with |
; a syringe.
' Reskdent #24 was admitted to the facility on May |
i 1, 2008, with diagroses including Cardiovascular :
5 Accident Contracture, and Pain,

| Meﬂ:cal racord raview of a MDS dated March 22,
12012, revealed the resident was severely

! impaired for daily decision making, inattention

' fluctuates, totally dependent on staff for eating,

1o swallowing disorder, and on a mechanically

. altered diet.

' Medical record review of the Interdisciplinary i
: !

a syringe for cating her food. DON |
in-serviced all RNs, LPNs, & CNAs
on 5/27/12-5/30/12 concerning use
of syringes for residents with out an
order from MD or Speech Therapist.
Any RN/LPN/CNA who has not

! attended the above in-service cannot
I'work until they have attended an in- |
! service. Resident #24 was assessed
; by DON for need of feeding device, |
; family notified, and device d/c’d on
: 317112,

2) On5/15/12t0 5/16/12, DON or !
designee observed all other ]
residents and no other residents ;
were being fed with a syringe. In-
service concerning feeding of
residents were provided to all RNs,
LPNs, & CNAs on 5/27/12-5/30/12.
Any RN/LPN/CNA who has not
attended the above in-service cannot
' work until they have attended an in-
service.

3) The DON or designee will
monitor monthly to ensure that no

FORM CMS-2567(02-90) Provioys Vorolons Dboolere Evant ID1GOLE12
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: | resident will be fed with a syringe
{F 367} Gontinued From page 71 {F 367}!without hysician order dndy rofs er
: Care Plan dated March 22, 2012, revealed, | uiats P }t; S h Th p 1p
",..mechanically altered diet...tolerate consistency evaluation by Speech Therapis |
begmmng 6/1/2012. This will

of food without evidence of choking...pureed diet

; texdure...offer small bites.,.remind to !
i swallow...monitor for S/8X (signs and symptoms) ;
aspirat:on .use a sippy cup for all liqulds...”

| continue monthly for 6 months until
substantial compliance is obtained.

* Medical record review of a Physician | 4) The DON will report the

1

| Recapitulation Orders dated May 2012, revealed,
{ “...0let Pureed...honey thickened liquids..."

i
Medical record review of a Physician Orders for
Scope of Treatment (POST) dated May 1, 2008,
j revealed, “...no feeding tube..."

Medical record review of a Dletary note dated
- March 22, 2012, at 11:43 a.m., revealed, "...some
. days...confused and won't eat at all or very litte,,."

' Medical record review of a Dietitian note dated |
. March 26, 2012, at 8:54 a.m., revealed, *...takes !
1 @ while to swallow...receiving honey thick
! liquids..."

Obs&rvatmn on May 15, 2012, at 11;30a.m., in

" the resident's room, revealad GNA #16 feeding |
! the resident with a 60 cc syringe and a straw for
- water.

i
,‘ Interview with CNA #16 on May 15, 2012, at

; 11:45 a.m., in the resident's room, revealed the
CNA gave the resident water not thickened, and
] piaces water in the resident’s pureed food so it
would go through the syringe.

: Interwew with the DON on May 15, 2012, at 10:30
i a.m., in the DON office, confimed the fagility
! failed to obtain & Physician's Order, assess,

outcomes of monitoring residents
' requlrmg assistance with eating and I
I any swallowing difficulties at the
] next quarterly QAPI Committee and |
ultimately the Administrator will
report to the Board quarterly. The ff
i

i

; next scheduled QAPT Committee is |
L 6/2012.
{
I
|
J
H
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{F 367} . Continued From page 72
' screen or evaluate, or care plan intervention for
. syringe feeding residents #23 and #24,
« Continued interview at this time confirmed the
: Medical Director had not addressed feeding tubes
. with resident #23 and #24's families; and the
therapeutic diet was altered by thinning resident
#23's diet with thin milk and resident #24's diet
i with thin water.
{F 371} i 483.35(i) FOOD PROCURE,
s5=F : STORE/PREPARE/SERVE - SANITARY

I The facility must -
{1) Procure food from sources approved or
| considered satisfactory by Federal, State or local
{ quthorities; and
- (2) Store, prepare, distribute and serve food
: under sanitary conditions

|
' This REQUIREMENT is not met as evidenced
i by:

' Based on observation and inferview the facility
 failed to provide sanitary conditions in the food

_ preparation and food storage areas of the dietary
: department.

The findings included: ‘

- Observation of the dietary department on May 14,
' 2012, from 9:50 a.m. until 10:15 a.m., revealed in
i a cabinet over the prep table were two open

' boxes of vanilla wafers and graham crackers,

i unsealed and undated, the shelf was dirty with

! debris, and tiles were missing on the backsplash
{ of the prep table. Further observation revealed a

|
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{F 367} . Continued From page 72 {F 367}
| screen or evaluate, or care plan intervention for
. syringe feeding residents #23 and #24. ;
» Continued interview at this time confirmed the ¢
: Medical Director had not addressed feeding tubes
. with resident #23 and #24's families; and the
therapeutic diet was altered by thinning resident
#23's diet with thin milk and resident #24's diet
“ with thin water,
{F 371} | 483.35(i) FOOD PROCURE, {F 371} F371 483.35(i) Food Procure, 61512
Sst g STOREIPREPAREISERVE ol SAN'TARY Stnre_fP l*cpare/Sewe-Sanitary !
| The facility must - | .
(1) Procure food from sources approved or ! On 5/28/12 the following 3
| considered satisfactory by Federal, State or local | 1tems were cleaned and/or fixed by
{ authorities; and the kitchen staff.
: (2) Store, prepare, distribute and serve food « Tl . _—
! under sani nditi uicer, microwave plate, two
o fEry conaiions ovens and backsplash have been
cleaned. i
! * The air conditioner has been !
i cleaned.
- This REQUIREMENT s not met as evidenced * 6-door refrigerator doors have
‘by. _ been cleaned and trim fixed.
' Based on observation and interview the facility s Peshinelciintacsasal
: failed to provide sanitary conditions in the food eplaced stainless stee
" preparation and food storage areas of the dietary containers with plastic storage
. department. containers.
| The findings included; Food items:
" Observation of the dietary department on May 14, * Vanilla wafers, graham crackers |
: 2012, from 9:50 am. until 10:15 a.m., revealed in were placed in ziplock bags and
i a cabinet over the prep table were two open dated
' boxes of vanilla wafers and graham crackers, ' "
i unsealed and undated, the shelf was dirty with i * Personal food item removed |
f debris, and tiles were missing on the backsplash [
| of the prep table. Further observation revealed a |
Evont |D: GELS12 Facllity 1D; TN7201 it continuation sheet Page 73 of 101
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F371 2) On 5/31/12 the Dietary Manager
in-serviced 100% of the dietary
staff on the following:

¢ All opened food items must be
placed in sealed container and
dated.

* Supervisor to check all items
for cleanliness at the end of the
shift prior to dietary staff
leaving for the day.

» (Cleaning of air conditioner has
been added to weekly list on
Wednesday and in-serviced.

¢ Cleaning schedule and
assignments have been in-
serviced.

* In-serviced that no personal
items to be stored in kitchen
refrigerators and all items need
dating when placed in any
refrigerator in the facility.

3) On5/31/12 Dietary Manager in-
serviced “Daily Check List™ with
supervisors. On 5/31/12 the
following process was began, the
Dietary Manager will review “Daily
Check List’s “ on a weekly basis
and will do a weekly walk thru
rounds checking each item on this
list.
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{F 371}, Continued From page 73
; juicer with dried food debris on the shaft, a mixer
; with dried food debris, the microwave plate had
: dried food debris and the microwave table was
' dirty, the two ovens had food buildup inside, and
i the backsplash behind the burners had bulld up
“of black debris, QObservation in the food
: Preparation area revealed a window unit air
i conditioner with a dusty grill blowing in the food
preparation area. Observation of the reach in
: cooler revealed six of six doors had mold on the
. door seals, the bottom cehter compartment had a
+ trim piece missing, and one staff had personal
_food items stored in the cooler, undated.
" Observation of the dry storage area revealed
' seventeen stainless steel containers with a black
 sticky build up on the exterior of the canisters,
! Intesview with the Dietary Manager on May 14,
i 2012, from 10:05 a.m. until 10;10 a.m., in the
i dietary department, confirmed open food items
; were to be sealed and dated, the dietary
i equipment and air conditioner was in need of
I gleaning, the reach in refrigerator seals needed
; replacing, and staff food was not to be stored in
 the resident refrigerator.
{F 406} | 483.45(8) PROVIDE/OBTAIN SPECIALIZED
$8=p REHAB SERVICES

| If specialized rehabilitative services such as, but

| not limited to, physical therapy, speech-language
i pathology, occupational therapy, and mental

: health rehabilitative services for mental illness

. and mental retardation, are required in the
resident's comprehensive plan of care, the facility
i must provide the required services; or obtain the
: required services from an outside resource (in

1 accordance with §483,75(h) of this part) froma |
: provider of specialixed rehabiiitative services. !

!
'
I

The Dietary M ill
Faryl 4 1e Dietary Manager wi

|

|
report outcomes fo the QAPI |
Committee and ultimately the !
Administrator will report to the |
Board quarterly. The next scheduled 1
J QAPT Committee meeting is !
6/20/12. i
|

[

]

{F 406}

|
|
!
|
|
|
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{F 371}, Continued From page 73 {F 371
i juicer with dried food debris on the shaft, a mixer
- with dried food debris, the microwave plate had
: dried food debris and the microwave table was
' dirty, the two ovens had food buildup inside, and
| the backsplash behind the bumers had bulld up
of black debris, Observation in the food
: preparation area revealed a window unit air
i conditioner with a dusty grill blowing in the food
preparation area. Observation of the reach in
: cooler revealed six of six doors had mold en the |
. door seals, the bottom center companment had a !
- trim piece missing, and one staff had personal >
_food items stored in the cooler, undated.
' Observation of the dry storage area revealed
' seventeen stainless steel containers with a black
- sticky build up on the exterior of the canisters, !
! Interview with the Dietary Manager on May 14,
{ 2012, from 10:05 a.m, until 10:10 a.m., in the
i d ietary department, confirmed open food items
: were to be sealed and dated, the dietary
; equipment and air conditioner was in need of
' cleaning, the reach in refrigerator seals needed
: replacing, and staff food was not to be stored in
! the resident refrigerator. . :
{F 406} | 483.45(z) PROVIDE/OBTAIN SPECIALIZED {F 408} }?(;:016 4883 45 (zl'u), I;"?:‘Sez 612
$8=D ' REHAB SERVICES ! Ser:{:‘::g RECIA IO ENR

| If specialized rehabilitative services such as, but
| not limited to, physical therapy, speech-language 1) Resident #5
i pathology, ogcupational therapy, and mental —
i health rehabilitative services for mental illness ) »
. and menta! retardation, are required in the Discharged from facility on 2/5/11.
" resident's comprehensive plan of care, the facility i :

r must provide the required servioes; or obisin the ; On 5/27/12 the DON revised and
: required services from an outside resource (in | | deyelonei mew Batavior

1 accordance with §483.75(h) of this part) from a e o
- provider of specialixed rehabilitative services. Assessment and Monitoring Policies
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{F 408} Continued From page 74

; This REQUIREMENT is not met a3 evidenced

by

| Based on faciltly investigation review, medical

' record review, and interview, the facility failed to
{ sbtain and/or provide specialized mental heaith
 rehabilitation services for one resident (#5) of

a[ twenty-seven residents reviewed.

i The facility's failure placed resident #4 in

i Immediate Jeopardy (a situation in which the

i provider's non-compliance with one or more

' requirements of participation has caused, or is

i likely to cause, serious injury, harm, impairment,
, or death to a resident).

, The facility provided a Credible Allegation of
Compliance on May 30, 2012. A revisit

: gonducted on June 4 - June 5, 2012, revealed the

. corrective actions implemented on May 30, 2012,

‘ removed the Immediate Jeopardy.

. Non-compliance for F-406 continues ata "D"

- Jevel citation (potential for mere than minimal

harm).
: The findings included:

! Validation of the Credible Allegation of

' Compliance was accomplished through medical
" record review, observation, facility policy review,
! and Interviews with facility staff, including

: administrative staff.

 The facillty provided evidence Resident #5 was

i

; discharged from the facility on February 6, 2011.

The facility provided evidence of in-services

l
|
!
f
|
!

‘to address residents identified as
{F 406} having problematic behaviors that
iwould need psychiatric consultation
'and behavioral management. These
ipolicies include Behavior
: Assessment and Monitoring, use of
'Restraints, and Unmanageable 5
Residents. Residents admitted with
a history of impaired cognition,
| problematic behaviors, or mental
illness will have a Geropsych
Practitioner Consult (noted in
policy). Policies were approved by
{ Medical Director and QA
{ Committee on 5/27/12.

Exhibit # 19
Exhibit # 10

In-services were conducted on
revised Behavior Management
Policies and Guidelines for
Notification of Physician for
Problematic Behaviors and other
issues conducted by RN/BSN. RN,
LPN’s, CNA’s, Housekeeping,
Dietary, Social Worker, Maintance,
Activities Director, Laundry, PT,
Office Staff, Administrator, IFeeding
Assists. Staff not in attendance will
no be able to work until inservices

1
1]
1
1
H
]
1
]

! !
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{F 406} ! Geontinued From page 75
' related to policies and procedures for Abuse, to
' include: Reporting Abuse/Alleged Abuse to
: Facility Management; Resident-to-Resident
i Altercations; Abuse Investigations; and Behavior
» Assessment and Monitoring Program,

: The Medical Director svaluated all Residents with

. psychoactive medications and Residents with

: behavioral diagnoses; and the Geriopsych l
provider consulted with Residents with a history |

. of Impaired cognition, behavioral episodes, andfor

| mental illness, The Director of Nursing, Assistant

, Direetor of Nursing, and the Minimum Data Set

- Coordinator assessed all remaining Residents to

| ensure appropriate services were being provided.

i

| The facllity provided evidence of a Psych

| Services Provider contract specifying every other

i week psych visits to address Residents with

| impaired cognition, behaviaral episodes, and/or !
. mental illiness,

|

i The facility provided evidence of care plan

| reviews to ensure appropriate behavioral

“ interventions and services.

i Observation of the Residents throughout the
 follow-up visit revealad facility staff approlached

i and interacted appropriately with the Residents,

" according to the facility's Behavioral Management
" Program. Continued observation of random

! Residents revealed no Resident altercations or

| hehavioral episodes. The facillty environment

| was calm and staff was actively engaged with

! pehavioral and wandering Residents.

! Interviews with random facility staff during the

' revisit confirmed they had received in-services

lare complete. DON/RN will oversee
{F 406} inservices and report to QA/PL.

The Administrator and the DON
;reviewed the Gerio psych contract
lo ensure every other week visits |
.could be provided timely to address *
iresidents with impaired cognition,
\problematic behaviors or mental
|illness. This was confirmed on
15/18/12 by the Administrator.

[Resident #4

The Abuse Investigation policies ie;
iReporting Abuse to Facility
Management; Resident to Resident
iAItercation; Abuse Investigations;
iBehavior Assessment and
tmr}_ito_ring,havc been reviewed and
irevised on 5/27/2012 by the DON
and approved by the Medical
Director, Administrator and QA
Committee on 5/27/12. Inscrvices
conducted 5/27/12-5/30/12, for all ‘
RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
(Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will no be
able to work until inservices are
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complete. DON/RN will oversee
inservices and report to QA/PL.
F 406

Exhibit #24

The Abuse Investigation policy was
inserviced with the Administrator,
DON and Medical Director on
5/27/12 by the Healthcare
Consultant emphasizing the
importance of recording abuse
allegation, investigating and
reporting in a timely manner.

2) The DON reviewed the
deficiencies stated in the 2567 to
identify in-services needed and to
address each tag cited. In-services
were conducted 5/135, 5/24, 5/27,
5/28 and 5/29 on —~Abuse
Investigations, Residents Rights,
Restraints, Safety, Fall
Investigation, Care of residents with
Seizures, and Behavior
Management,

The following policies or
procedures have been changed to
address this deficiency practice:

-Use of Restraints
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-Behavior Assessment and

F406 | Monitoring

-Side rail Evaluation on Admission
and Quarterly

-Abuse Investigation

-Resident Rights

— guidelines for all Nursing
Procedures

Inservices were conducted 5/27/12-
5/30/12 for all RN, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintenance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will no be
able to work until inservices are
complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit # 10

Teachable moments/in-services
were conducted by DON on 5/24
and 5/25/12 on the following topics:
-Resident Rights and Dignity

| -Restraints i.e. Seclusion
-Abuse/Seclusion for Resident #1
-Accident and Supervision
-Behavior Management
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Inservices were conducted 5/27/12-
F406 | 5/30/12 for all RN’s, LPN’s,
CNA'’s, Housekeeping, Dietary,
Social Worker, Maintance,
Activities Director, Laundry, PT,
Office Staff, Administrator, Feeding
Assists, Staff not in attendance will
no be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit# 11

On 5/27/12 the Medical Director
made rounds, assessed and
evaluated all residents with
psychoactive medications or
residents with behavior diagnoses.
This evaluation was also
documented in the Medical Record
on 5/27/12.

DON/ADON/MDS Coordinator
assessed all other residents to ensure
appropriate services were being
provided. There were no residents
observed needing additional
services. This process began on
5/15/2012, completed on 5/27/12.

The care plans were reviewed and
revised by MDS Coordinator to
include appropriate services. This
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process began on 5/15/2012,
F406 | completed on 5/29/12.

MDS Coordinator reviewed all
other residents care plans to ensure
appropriate services were care
planned. This process started
5/15/12, completed 5/29/12.

3) The DON/ADON/RN Staff will
monitor behaviors weekly as
documented in Accu Care under
“behaviors” to identify any needed
consultation services.

A list of residents seen by
Geriopysch Services will be
provided to the DON to monitor
services provided. 6/1/12, a
template was developed by the
ADON for electronic medical
record system for weekly behavior
assessment.

4) The DON will report the
outcomes of abuse and behavior
management monitoring to the
quarterly QAPI Committee and
ultimately the Administrator will
report to the Board quarterly. The
next scheduled QAPI Committee
meeting is 6/20/12.
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TAG |
! DEFICIENCY) ]

{F 408} . Continued From page 76 F 403}‘ ’
! related to Abuse, to include: Reporting
| Abuse/Alleged Abuse to Facility Management, | :
{ Resident-to-Resldant Altercations; Abuse .
! Investigations; and Behavior Assessment and
; Monitoring Program.

* The facility will remain out of compliance ata "D"
i level until it provides an acceptable Plan of
" Correction fo include monitoring to ensure the
i deficient practice does not recur and the facility's
; corrective measures could be reviewed and |
* evaluated by the Quality Assurance Committee. i

{F 428} . 483.60(c) DRUG REGIMEN REVIEW, REPORT F 428}'

$8=D - IRREGULAR, ACT ON

" The drug regimen of each resident must be I
| reviewed at least once a month by a licensed :

i pharmacist. : !

i The pharmacist must report any irregularities to |
I the attending physician, and the director of
; nursing, and these reperts must be acted upon. ! |

|
!

i

i This REQUIREMENT is not met as evidenced Ir
by: !

f Based on medical record review and interview, ;
' the facifity failed to notify the physician timely of g
' pharmacy consultant reports for two reﬁidar_tts l
; (#1, and #12) of twenty-seven residents reviewed, !
i

| The findings included:

E Resident #1 was admitted to the facility on July 8, |
: 2008, with diagnoses Including Quadriplegia,
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! DEFICIENCY) !
1_ ,'
{F 408} . Continued From page 76 {F 408) :

! refated to Abuse, to include: Reporting

[ Abuse/Alleged Abuse to Facility Management,
| Resident-tc-Residant Altercations; Abuse

! Investigations; and Behavior Assessment and
. Monitoring Program.

* The facility will remain out of compliance at a "D"

t level until it provides an acceplable Plan of

" Correction to include monitoring to ensure the

i deficient practice dees not recur and the facility's

; corrective measures could be reviewed and

: evaluated by the Quality Assurance Committee.
{F 428}, 483.60(¢) DRUG REGIMEN REVIEW, REPORT
$8=D . IRREGULAR, ACT ON

' The drug regimen of each resident must be
' reviewed at least once a month by a licensed
| pharmacist.

i The pharmacist must report any irregularities to
| the attending physician, and the director of
: nursing, and these reports must be acted upon.

! This REQUIREMENT is not met as evidenced
RE

' Based on medical recorg review and interview,

' ' the facility failed to notify the physician timely of
* pharmacy consultant reports for two residents
 (#1, and #12) of twenty-seven residents reviewed,

t The findings included:

| Resident #1 was admitted to the facility on July 8,
: 2008, with diagnoses Including Quadriplegia,

H
i

{F 428}|

t
|

F 428 483.60 (c) Drug Regimen
Review, Report Irregular, Act on

'T) Upon being made aware of
delays in communication of
pharmacy reviews completed on
residents to the attending physician,
the DON revised the process for |
]monitoring pharmacy consultation |
reports on 6/1/12. All reviews will
be maintained in a notebook upon
receiving from pharmacy

consultant. ADON will review for
any recommended medication
change and will call physician to see
if he agrees with recommendation.
These reviews will be reviewed by
the ADON with 24 10 48 hours.

2) On 5/29/12 DON or ADON will
{check all reviews conducted by the

6{012
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' Mood Disorder, Seizure Disorder, and Bipolar
. Disorder.

: Medical record review of a Pharmacy

. Gonsultation Report dated September 1, 2011,

i revealed, “...please recheck BMP (Basic

i Metabolic Profile lab work) to monitor K+

| {potassium) frequent changes in Lasix
 (diuretic)...” Continued review of the Pharmacy
i Consultation Report revealed the Physician was
' not notified untii February 29, 2012 (181 day

- delay).

i Medical record review of a Pharmacy

; Consultation Report dated March 8, 2012,

' revealed, “...please consider change 4pm-Spm

. doses of Baclofen (muscle relaxant) 20 mg,

" {milligram) ibuprofen (antiinflammatery) 800 mg,
1 and oxybutynin (anticholinergic) to prn (as

t needed) DC (discontinue) the 10 pm dose of

: Miralax (constipation) change carbamazepine

| (anticonvulsant) to hs (hour of sleep)..."

; Continued review revealed the Physician had not
| been notified of the report on May 15, 2012, (a
sixty-four day delay). [

. Resident #12 was admitted to the facility on
' March 29, 2012, with diagnoses Including

j Contusion to Knee, Diabetes Mellitus, and

i Fibromyalgla.

: Mediical record review of a Pharmacy

+ Consultation Report dated April 2, 2012, revealed
t"...omeprazole (for reflux) 40 my qd {every

i day)...consider decrease to 20 mg..." Continued

i review of the Pharmagy Consultation Report

i revealed the Physician did not respond until April

126, 2012,

{F 428}imonths. This was completed
16/1/12. Any recommendations
\consisting of medication changes

'will be called to the physician for

action and all other recommendation

'will be reviewed at next visit.

3) The ADON will maintain the
notebook for pharmacy reviews and
will make it accessible for physician
 review and signature. Each resident
| review will be initialed by physician
& dated.

i 4) The DON will report outcomes
| of Pharmacy Reviews to the
quarterly QAPI Committee
beginning with meeting in 6/1/12
and ultimately the Administrator

¢ will report to the Board Meeting

| quarterly. The next QAPI

- Committee meeting is 6/20/12.

|
|

|
[
|
|
r

|

STATEMENT OF DEFIGIENCIES (X1) PROVIDER/SUPPLIER/C )
AND PLAN OF GORRECTION IOENTIFIGATION NUMOLR, P T RN TRICTION mlgg.’ﬁ%rwsv
A BUILDING =
” B, WING B
- - 44E200 0810572042
ME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
LAURELBROOK SANITARIUM 134 SAMPUR BRIVE
DAYTON, TN 37321
D SUMMARY STATEMENT OF DEF(CIENGIES T o ] PROVIDER'S PLAN OF CORREGT) r
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ' preex | (EACH CORRECTIVE ACTION SHOULD BE | coubtemon
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) | 'TAG |  CROSSREFERENGED TG THE APPROPRATE | O]
| ! DEFICIENCY)
.. I' Pharmacy consultant for the past 6
{F 428} ' Continued From page 77 |
1
|
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PR e SUMMARY STATEMENT OF DEFICIENCIES !
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL |
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PROVIDER'S PLAN QF CORRECTION

1] K8,
PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CoMAETION
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

{F 428} | Continued From page 78

i Medical record review of a Pharmacy
Consultation Report dated May 1, 2012, revealed

. % .assess possible need for increase in pain

: meds(medications)...receives frequent...”

' Continued review of the Pharmacy Consultation

' Report revealed the doctor had not been notified

! of the report as of May 15, 2012 (a fourteen day

" delay). i

|

: [nterview with the Director of Nursing {DON) on

. May 15, 2012, at £:10 a.m., In the front lobby,
gonfirmed the facility failed to notify the physician
| of the pharmacy recommendations in a timely

' manner.

i CIO #27265 #28002
{F 431} - 483,60(b), (d), (¢) DRUG RECORDS,
ss=F | LABEL/STORE DRUGS & BIOLOGICALS

| The facility must employ or obtain the services of
i a licensed pharmacist who establishes a system
| of records of receipt and disposition of all

! controlled drugs in sufficient detail to enable an

| aceurate reconciliation; and determines that drug
, recands are in order and that an account of afl

| controlied drugs is maintained and periodically

" reconciled.

' Drugs and biologicals used in the facility must be
! labeled in accordance with currently accepted

" professional principles, and include the

" appropriate accessory and cautionary
 instructions, and the expiration date when

i applicable.

' Ih accordance with State and Federal laws, the '
’ facility must store all drugs and biologicals in

!
{F 428)

{F 431}

i
|

FORM CMS-2567(02-90) Provious Versionz Obeolete Evant iD: GALE12

Facllly 1D: TN7201 I continuation

sheet Pags 79 of 101



06/20/2012 13:59 #415 P.054/130

From:

2012-06-07 15:58 DCOS47PM13501 8652125642 »> 4237756346 P 82/118
VEFARTMENT OF HEALTH AND HUMAN SERVICES ““‘;_‘ (EU. UDISHZ01 2
CENTERS FOR MEDICARE & MEDICAID SERVICES OMBoh?g %gggf?,‘ég?
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B. WING R
MEIN 0610512012
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IO - SUMMARY STATEMENT OF DEFIGIENGIES I o ] PROVIDER'S PLAN OF CORRECTION )
PREFIX EACH DEFICIENGY MUST BE PRECEDED
R BUSSERRSRLR, | W | SicmeneaToNgcan, | cofi
; ! DEFICIENCYS
‘ i
{F 428} ! Continued From page 78 {F 423}j
{ Medical record review of a Pharmacy [
Consuitation Report dated May 1, 2012, revealed i
. "...assass possible need for increase in pain ! ,
: meds(medications)...receives frequent...” !
" Continued review of the Pharmacy Consultation |
- Report revealed the doctor had not been notified | i
 of the report as of May 15, 2012 (a fourteen day | |
_ delay). | i
 Interview with the Director of Nursing (DON) on | '
May 15, 2012, at 9:10 am., in the front lobby, |
" confirmed the facility failed to notify the physician |
| of the pharmacy recommendations in a timely
; manner,
i CIO ¥27265 #28092
|
{F 431} 483,60(b), (d), (¢) DRUG RECORDS, {Faany 431 483.60(b), (d), Drug 6/6/12
ss=F ; LABEL/STORE DRUGS & BIOLOGICALS Records, Labels/Store Drugs and
i Biologicals
| The facility must employ or obtain the services of g i
i a licensed pharmacist who establishes a system . -
: of records of receipt and disposition of all 1) Upon being made aware of LPN
| controlled drugs in sufficient detail to enable an #4, and RN #1°s deficient practice
‘ accurt";'tte raqon::g:irigrgda;i td:;eaﬂggﬁ:tﬂ;?gwg of not ensuring that medications
1 records are in . . . 5=
! controlled drugs is maintained and periodically 3;;: E;ﬁgl;)‘;gl?e Zrliié?}?:;:ﬁ;mal:fg
" reconciled. ' ’
: o N failure to separate internal and
, Drugs and biologicals Usﬁf in the :39"“}' mt'g:it be I external medications in medication
‘ labeled in accordance with currently accep | carts, inservices were conducted by
L ot b el | DON to LPN’s #4, #2 and RN #1 on|
appropriate accessory and cautionary : DON 1o §#4, #o 8l LR |
| instructions, and the expiration date when I i 5/15/12 on the policy of
i applicable. ll “Administration of Medications”
i I and * Medication Family Supplied”.
 In accordance with State and Federal laws, the = » e :
i facility must store all drugs and biologicals in ] t This included labeling of multi-dose
; i !
Evant |D: GALS 12 Focllity 1D: TN7201 If continuation shost Page 79 of 101
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CENTERS FOR MEDICARE & MEDICAID SERVICES OMgoth ,3323'%\;3?
STATEMENT OF DEFICIENGIES ER/CL ;
AND PLAN OF CORRECTION i) .’Sﬁﬁ‘#ﬁiﬁ’ﬁ‘éﬁ”bbm&? 02} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A, BUILDING COMPLETED
: b o e oaiomzts
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, O, STATE, 217 CODE For—i
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
| DAYTON, TN 37321
X4)1p . SUMMARY STATEMENT OF DEFICIENCIES : .
PREFIX ¢ (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX | (EAcH, gggg&%ﬁ&ﬁRﬁgE&%E !r coupEron
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ] CROSS-REFERENCED TO THEAPPROPRIATE | OATE
DEFICIENGY) |
: 'I vials. and storage of internal and ‘
F 431}, i ol .
{F 431}, ﬁzzgzu;dm}:;?mfngt:::der T 1 {F 431} external medications and labeling |
; controls, and permit only authorized personnel to all drugs in the mcdlC&th:Il cart. On :
‘ have access to the keys. 5/2812 and 5/29/12 DON conducted l
} = ) an in-service on “Administration of
: The fa::nlﬂ}:lmt.r;;x p;owde ser;:traratelyfiacxed, Medication”, and “Medication, f
+ permanently atiixed compartments for storage of . T s
| controlled drugs listed in Schedule Il of the Family Supplied” to RN’s and !
| Gomprehensive Drug Abuse Prevention and LPN’s. Any RN, or LPN who have |
- Control Act of 1978 and other drugs subject to not attended the above in-services
- ahuse, except when the facility uses single unit will not be allowed to work until
' package drug distribution systems in which the ey hove sttended the above
. quantity stored Is minimal and 2 missing dose ¢an v . . i
. be readily detected. mentioned in-services.
| Exhibit # 47
- This REQUIREMENT Js not met as evidenced ! 2) On 5/29/12, DON/ADON
by: n oz >
: B%sied on observation, review of facility poticy, checked medication carts to ensure
and interview, the facility failed to ensure | labeli f multi-dosed vial
i proper labeling of multi-dosed vials,
medications were Iabaled for two of two i . :
' medication carts observed and failed to separate | separation of internal and external
i internal and external medications for one of two medications, checked for unlabeled
" medication caris, medications on the carts, and
: o identified other residents having the
' Tefintingsinlided: potential to be affected by the same
; Observation of medication cart #1 at the nurse's deficient practice.
| station on May 15, 2012, at 1:00 p.m., revealed i
 one vial of Levemir (long-acting insulin) 100 wml I 3y Medication Pass and medication
; (units per millliter), 10 mi vial, with no date ce)zrt checks will be observed by the
‘ opened documented on the vial, Further e FYE0 LY
[ observation revealed a sticker placed on the vial ADON or designee beginning
: with a "discard date of 8/28," 45 days from the 6/1/12 to ensure that the facility
» day of the observation on May 15, 2012. Review policy and state laws are observed
- of the manufacturer's recormmendations revealed, ; : 2 &
[ "Keep at room temperature...for up to 42 days." mcll%dm.g physician ) orders ar all )
: Continued observation of medication cart #1 medications, appropriate labeling of }
7 I
Event ID:G6LS 12 Faallity (D: TN720t 1f continuation shoot Poge 80 of 101
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'multi-dose vials, correct Jabeling of

{F 431} Continued From page 80
 revealed a vial of Fluphenazine decancate
- (long-acting antipsychotic) 25 mg/mi (milligrams
. per mifliliter), & ml vial with no documentation of
; date opened or a discard date.

i

! Interview with Registered Nurse (RN) #1 and

' Licensed Practical Nurse (LPN) #4 on May 15,

;2012 at 2:15 p.m., at the nurse's station,

| confirmed the vials of medication did not
accurately reflect expiration dates. Continued

" interview with LPN ¥4 on May 15, 2012, at 2:45

* p.m., in the hallway, revealed the Fluphenazine

- decanoate expired 28 days after opening.

; Observation of medication cart #2 on May 15,

' 2012, at 2:30 p.m,, revealed, In the bottom

| drawer, five ziplock bags labeled with the names
g; &erbal medications and no resident name or

. interview with LPN #2, on May 15, 2012, at 2:30
- p.m., at the nursing station, confirmed the 5 five
 Ziplock bags of capsules containing Dandelion
_Leaf, Hawthorne Berry, Tumeric, Bilberry Leaf,
I'and Vitamin €, had no original containers, no

; label, no manufacturer instructions, no record of
| pharmacy review, no dosage instructions and no
| expiration date.

: Observation of medication cart #2 on May 15,

i 2012, at 2:30pm, at the nursing station, revealed

| oral medications including Tylenol {pain refiever),

1 Benadryl (antihistamine), and Vitamin C (vitamin), |

‘ were stored with external medications, including

i Nystatin Cream (anti-fungal) 100,000 W/GM

: (gram) 30 GM tube, three tubes of Triple

i Antibiotic Qintment Cream 1 g2 (ounce), and Pain
Relieving Cream 4 oz tube, Betadine

4

{F 431} herbal medications, and correct
' storage of internal and external
| medications. The Pharmacy
I'consultant will assist in Med Pass

|
|

observations of RNs & LPNs
administering medications within
the facility beginning 6/1/12. The
DON/ADON/ RN Staff will monitor
medication administration to ensure
resident medications have physician |
orders, correctly labeled multi-dose |
vials, and ensure correct storage of
internal and external medications.
This was begun on 5/15/12 and
will continue weekly for 4 weeks
then monthly on a random basis to
ensure compliance has been

achieved.

]

4) The DON will report the
outcomes of medication monitoring l
to the next quarterly QAPI
Committee and uvltimately the
Administrator will report to the
Board meeting quarterly. The next
scheduled QAPI Committee is
6/20/12.
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PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE j
TAG : REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED T0 THE APPROPRIATE i

; | DEFIGIENCY) :

i |

! i

%3}
COMPLETION
DaTE

} r
{F 431} Continued From page 81 | {Faan)
, (anti-bacterial cleanser), sunsereen, Kionex i A
(medication to lower potassium), Johnson's Baby ;
: 8hampoo, insulin syringas, Vitamin C and
» multiple bottles of oral medications were stored
, together in the same drawer.

| Review of facility policy Family Supplied

: Medication revealed, "...The facility wil also use

| medications purchased for a resident from a :

 dispensing phammacy...if the following conditions | | '

; are met... The medication name, dosage form,

, @nd strength have been verified by the nurse

! aceepting the medication...the medication

| container is clearly labeled in accordance with

i pharmacy procedures for medication fabeling and

i packaged in manner consistent with pharmacy

 guidelines for medications...including the

 resident's name, specific directions for use,

| including route of administration, medication
name, strength of medication, physician's hame,

« date medication is dispensed. quantity, expiration

 date...Merbal supplements are used by our

i resident's in accordance with the above

: procedures. They must be kept in original

» containers with expiration date clearly visible,,

- Interview with LPN #2, on May 15, 2012, at 2:20
' p.m., at the nursing station, confirmed internal
“and external medications were to be stored
' separately and were not properly labeled,
{F 441}  483.65 INFECTION CONTROL, PREVENT {F 441}
$S=D ' SPREAD, LINENS ; Jf

f The facility must establish and maintain an ‘
: Infection Control Program designed to provide &
| safe, sanitary and comfortable environment and
{ to help prevent the development and transmission H
| of disease and Infection. | F‘ |

Fagility 1D: TN7201 If ¢ontinuation sheet Page 82 of 101
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;-Engrrx f (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE AGTION s&oum BE
! i

]

|

|

[X5)
COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATION) i CROSS-REFERENCED TO THE APPROPRIATE OATE
| DEFICIENCY)
1
i

]
P
i
|
|

{F 431}’ Continued From page 81
 (anti-bacterial cleanser), sunscreen, Kionex |
(medication to lower potassium), Jehnson's Baby ;
+ Shampoo, insulin syringes, Vitamin C and
+ multiple bottles of oral medications were stored
 together in the same drawer.

|
!
: Review of facility poticy Family Supplied !
! Medication revealed, *...The facillty will also use f

i

i medications purchased for a resident from a
+ dispensing phanmacy...if the following conditions ’
 are met.,, The medication name, dosage form, f
, and strength have been verified by the nurse
: accepting the medication...the medication |
; contalner is ¢learly labeled in accordance with |
i Pharmacy procedures for medication kabeling and |
i packaged in manner consistent with pharmacy |
i guidelines for medications...including the
 resident's name, specific directions for use, ! !
| including route of administration, medication I
|
[
|
J
|

name, strength of medication, physician's name,
 date medication is dispensed, quantity, expiration ]
- date...Herbal supplements are used by our
i resident's in accordance with the above
: procedures. They must be kept in ofiginal
' containers with expiration date clearly visible.,."

: Interview with LPN #2, on May 15, 2012, at 2:30 J
'p.m., at the nursing station, confirmed internal |
“and external medications were to be stored
 Separately and were ot properly labsled, F 441 483.65 Infection Control, | /15

{F 441} . 483.65 INFECTION CONTROL, PREVENT ) - S ——————
$8=D " SPREAD, LINENS pread, Linens

i ;
i The facility must establish and maintain an 1) Upon being made aware of
 Infection Control Program d;signed to provide g deficiency, the housekeeping

: safe, sanitary and comfortable environment an o .

! to heip prevent the development and transmission | SHPSEVIIOT C]?amd thf‘f Ovei?ﬂo“

i of disease and infection. ! room of debris and soiled linen on I
] I
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE |  DATE
:. | DEFICIENCY) |
: !
: 5/18/12. Housekeeping supervisor |
: g
{F 441} :- Continued From page 82 {F 441} reviewed policy on 5/18/12 and ’
| i
(8) Infection Control Program | ![rcwscd process fc_Jr the proper
i The facility must establish an Infection Control storage of clean linen placed in the

; Program under which it -

! (1) Investigates, controls, and prevents infections

£ in the facility;

1 (2) Decides what procedures, such as isolation,

+ should be applied to an individual resident: and
(3) Maintains a record of incidents and corrective

- actions related to infections.

. (b) Preventing Spread of Infection
-{7) When the Infection Control Program

: determines that a resident needs isolation to
 prevent the spread of infection, the facllity must
. isolate the resident,

i (2) The facility must prohibit employees with a
: éommunicable disease or infected skin lesions |
. from direct contact with residents or thelr food, if i
! direct contact will transmit the disease, |
| (3) The facility must require staff to wash their |
: hands after each direct resident contact for which i
i hand washing is indicated by accepted
1 professional practice,

1

1 (¢) Linens

¢ Personnel must handle, store, process and

| transport linens so as to prevent the spread of
: infection.

|

| This REQUIREMENT is not met as evidenced

by:
- Based on observation, interview, and review of

!
| manufacturer's instructions, the faciity falled to |

‘ ensure clean finen was stored in a sanitary
: manner in the overflow linen closet; failed to

overflow room.

2) Housckeeping supervisor
checked all linen storage areas for
debris and soiled linen on 5/20/12.
{In-service completed on 5/28/12 of
!the proper process of linen storage
iand the need to be covered with
jclean linen and put on a weekly
Iicheck list with housekeeping staff.

t

13) Overflow room will be checked
[weekly by housekeeping supervisor
lfor compliance beginning 5/21/12.

J 4) The housekeeping supervisor
will report outcomes of checks to
the quarterly QA/PI committee and
ultimately the administrator will
report to the board meeting

i quarterly. The next scheduled QAPI
Committee meeting is 6/20/12.

!
'
l
1
f
|

LPN #4

1) Upon being made aware of LPN

. #4’s deficient practice of
i administering medication without

i
1
H
i
i
+
|
1
|
H

. L
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! LPNs observed; and failed to follow f
. manufacturer's recommendations to provide RN’s LPN’s and CNA’s were in-

| sanitary medication administration for one of two serviced on hand washing policy on
 medication carts. i5/27-5/29/12. Any RNs, CNAS or
LLPNs who have not attended the
above in-services will not be

E 3bse1r:aggq 2""f an ‘;"zeéﬂm” linen 3‘?’399 WP on iallowed to work until they have
| May 14, . at 11:20 a.m,, revealed clean linen _ ) :
was stored below cobwebs, tiebris was on the ifittcndf:d the above mentioned

i ceiling and walls, and clean sheets stored in the Inservices. |

I' room had debris on them.

From:
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A, BUILDING
R
B, WING
A4E200 0B105/2012
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PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FuLL !
TAG '  REGULATORY OR LSC IDENTIFYING INFORMATION) f P?EELK cé%;';’ég?ggﬁ&”ﬁ T%c?f?g A%‘P?{%LJER?ETE } o
| DEFICIENCY) i
+ ’ ]
L | washing hands, the DON in- J
{F 441} : ca;tlnue: F;o? page 83 {F 441}serviced LPN #4 on hand washing |
; perform hand hygiene during medication pass for ! d ‘hile administer !
: A procedures while administering |
; one Licensed Practical Nurse (LPN # 4) of five medications on 5/15/12. All other E
I
1'

j
| The findings included:

b — M - 1 2) ‘The DON or RN staff nurse
' Interview with the Laundry Manager on May 14, i %
§ 2012, at 11,20 a,m., at the doorway of the g!)?erved . refx};lmri;aﬁlplikr;g o d |
. overflow linen storage room, confirmed debris CArect carg statr, (LPNs, S an
 had fallen onto the clean linen and the linen was 1 CNA) for proper hand washing
!during the week of 5/25-5/31/12.

. not stored in a sanitary manner.

: Observation of a medication pass on May 15, \ ' f
2012, at 7:50 a.m., in a resident's room revealed {3) All nurses will be Ch‘?‘Cde f
i LPN#4 administered medication to a resident, quarterly by DON or designee on |
i washed the hands, touched the resident's food proper hand washing. The DON or ;
( an tray ftems, and without washing the hands, designee will monitor proper hand

 exited the room, dispensed medications for
' resident #14, and entered the resident's room
. and administered medications.

washing randomly. This was begun
on 6/1/12 and will continue as

! Interview with LPN #4 on May 16, 2012, at 750 |  nesded to ensure compliance has

i am., in the hallway, conﬁnne{i the LPN failed to been achieved.
: wash the hands after assisting one resident with |

! 2 mea) and prior to preparing the next resident's 4) The DON will report the

i medication, outcomes of hand-washing in- -
: | i services to the next quarterly QAPI
Committee and ultimately the |

; Observation of medication cart #2, on May 15,
| 2012, at 2:30 p.m., at the nursing station,

1
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D
PREFIX
TAG
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F 441

Administrator will report to the
Board meeting quarterly. The next
scheduled QAPI Committee
meeting on 6/20/12.

LPN #2

1) Upon being made aware of LPN
#2’s deficient practice of re-use of
syringe for  liquid medication, in-
service was done by the DON on
5/18/12 to LPN #2 per the
“Administration of Medication
Policy”, noting that Leur-lock
Syringes are for single use
only. After administrating of
medication, syringe should be
discarded.

The DON or designee will observe
LPN #2 weekly for four weeks for
proper administration of liquid
medications with a leur-lock
syringe.

2) On 5/15/12 to 5/29/12 ADON
randomly observed medication
administration on four nurses which
included liquid medications via a
syringe. On 6/1/12 the DON in-
serviced all other licensed staff on
the deficient practice observed by
surveyors. The in-service consisted

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REFRESENTATIVE'S SIGNATURE
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F 441 of the need to dispose of syringes
after each use.

3) Medication Pass will be
observed by the DON or designee
on a monthly basis beginning 6/1/12
to ensure that the facility policy and
state laws are observed concerning
single use of syringes. The
Pharmacy consultant will assist in
monthly Med Pass observations of
RNs & LPNs during administration
of medications within the facility
beginning 6/1/12.

4) The DON or designee will
monitor proper liquid medication
administration via a syringe
randomly. This was begun on
6/1/12 and will continue as needed
to ensure compliance has been
achieved. The DON will report the
outcomes to the next quarterly
QAPI Committee and ultimately the
Administrator will report to the
Board meeting quarterly. The next
scheduled QAPI Committee
meeting on 6/20/12.
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DEFICIENCY)

3
1

- revealed an opened 30 cc (cubic centimeter) :
' syringe with pink liquid in and on the syringe, !
- stored in the bottom right drawer with liquid i

medications. Observation of the label revealed
i "30 cc lsur-lock Single-Use Syringe ...DO NOT
i REUSE .. "

! Interview with LPN #2 on May 15, 2012, at 2:30

‘ p.m., at the nursing station, confirmed the syringe

| was solled with a pink liquid and was re-ysed
muitiple times fo dispensa one residents liqquled ]l

1 medication.
F 490 | 483.75 EFFECTIVE
§5=F | ADMINISTRATION/RESIDENT WELL-BEING
|
| A facility must be administered in a manner that
i enables it to use its resources effectively and
! efficiently to attain or malintain the highest
| practicable physical, mental, and psychosogial
1 well-being of each resident.

}

i This REQUIREMENT Is not met as evidenced h
, by !
| Based on medical record review, review of facility
; policies, observation, and interview, the facllity

. failed to be administered in a manner to ensure

i four (#1, #2, #3, #11) residents were free from

* abuse, failed to investigate allegations of abuse,

. failed to provide staff in-services on abuse, failed

: to provide supervision to ensure twelva (#14, #3,

L ¥#2, #4, #5, #19, #26, %1, #12) residents were

| provided a safe environment, and failed to ensure
' one resident was provided mental health services

! (#5) of twenty-seven residents reviewed, The
 facility's failure placed the residents in Immadiate

. Jeopardy. (Immediate Jeopardy is a situation in

! which a provider's noncompllance with one or

|
j
TG | CROSSREFEAENGEDTOTHE APPROPRIATE
r
!

{F 441} Continued From page 84 F 441}

—

———— e
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[ DEFICIENCY)
: ]
{F 441}, Continued From page 84 {F 441)
- revealed an opened 30 cc (cubic centimeter) |
- syringe with pink liquid in and on the syringe, :
: stored in the bottom right drawer with liquid | f
- medications. Observation of the label revealed | i
"30 ¢c leur-lock Single-Use Syringe ...DO NOT |
i REUSE ..."
| Interview with LPN #2 on May 15, 2012, at 2:30
' p.m., at the nursing station, confirmed the syringe
was soiled with a pink liquid and was re-used i
. multiple times to dispense one resident's liquig !
1 medication, | .
F 480 |, 483.75 EFFECTIVE F 480 F 490 483.75 Effective 6"%:‘(12
§S=F | ADMINISTRATION/RESIDENT WELL-BEING Administration/Resident Well- !
! bein
| A facility must be administered in a manner that ' .
; enables it to use its resources effectively and - ; f
1 efﬁcienﬂy to attain or malintain the highest 1) Upon notification by SU.I'VCYOI‘ of
5 practicable physical, mental, and psychosocial immediate jeopardy concerning
well-baing of each resident. abuse, failure to investigate
! allegations of abuse, failure to
 This REQUIREMENT is not met as evidenced | provide staff in-services on abuse,
byt ) ! failure to provide supervision, a safe
| Based on medical record review, review of facility environment and failure to provide
: policies, observation, and interview, the facillty o Uhealih :
: failed to be administered in a manner to ensure Iesleent . MR DRa U SEIVICES,
i four (#1, #2, #3, #11) residents were free from the Administrator and DON began
! ?altlu?' fal!edlto Investigate allegations of abuse, working on in-services, reviewing
. failed to provide staff in-servicas on abuse, failed S Lo
: to provide supervision to ensure twelve (#14, #3, 4 S pOhmes_ e pr?ce"dum
| #2, #4, #5, #19, #26, #1, #12) residents were and evaluating the process for
 provided a safe environment, and failed to ensure conducting abuse investigation and
1one resident was provided mental health services ensuring residents have mental
: (#5) of twenty-seven residents reviewed. The health consults, this was started on |
! facility's failure placed the residents in Immadiate =1 6/10 and contint |
 Jeopardy. (Immediate Jeopardy is a situation in anc conitnume.
! which a provider's noncompliance with one or I
: : [
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: DEFICIENCY) !
: . On 5/26/12 the Administrat
F 490 | Continued From page 85 F 400! . ¢ & lm, e f
more requirements of participation has caused or confirmed the contract agreement
used o - althe it
I is likely to cause serious harm, injury, impairment with Healthcare Consultant to assist ;
: or death). with addressing compliance of the |
T W— deficiencies sited on May 14 and 15 f
: The facility provided a Credible Allegation of ; Je: S
' Compliance on May 30, 2012. A revisit by e Health:Surveyors.
: conducted from June 4 - June 5, 2012, revealed
i the corrective actions implemented on May 30, On 05/28/12 the Abuse
2012, removed the Immediate Jeopardy. Non ! Investigation / Incident and
! compliance f°r.F'?9° continues at an " level I Accident/ Investigating and f
citation (potential for more than minimal harm). | Reporting Policy / Restraint |
. The findings included: 1 Management Policy was reviewed
: | and revised by the Health Care
; Validaltion of the Credible Allegation of ! Consultant . The Health Care
: Compliance was accomplished through medical C ey . N .
| record review, observation, facilty polioy review, HConsuliantinseryicec e fiojicles
! | and Interviews with facility staff including with the DON, Administrator and
i i administrative staff. Medical Director emphasizing the |
! ’ . . . import iminati g
i The facility provided evidence an independent, 11}1;)0 lan}: ¢ Oij dlml.natloél of the use
 Healthcare Consultant, had been refained to 9 sec_umc?n, lcp_ortlng a 1159,
assist the facility in systems management to investigation, using the Resident :
l improve t!-leff qz:’aﬂty of care for the residents, and Abuse Investigation Report Form, |
| provide staff education in areas deemed lacking. : P : :
i The Healthcare Consultant was intreduced fo the tnn.cly_lm estigations and capturing
' survey team on June 5, 2012, at 8:30 a.m., in the all incidents. o
' therapy ropm. Exhibit #29
: Medical record review revealed resident's with ' : :
. behaviors, safety concerns, and special needs, The DON implemented a Behavior
| were identified, appropriately care planned, and Assessment and Monitoring
| : physician's order obtained for services. Program which includes a
' consultation with Geriopysch
i  The famllty provided avidence of the review and Practitioner when needed by
 revision of the facility's Abuse Prevention : dents. Effecti ' followi
. Program, approved by the Medical Director at the residents. Etfective following
: Quality Assurance meeting conducted on May 29 .
m.my 1D: TN7201 if continuation sheet Page 86 of 111
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F 490 approval by the Medical Director

and QA Committee on 5/27/2012.
Exhibit #6

All residents admitted to the facility
will have a Social Services
Assessment / History according to
facility policy.

Exhibit #7

The facility will maintain 100%
compliance of checking abuse
registry on all new employees will

be completed.
Exhibit # 30

DON will conduct mandatory in-
services at least twice a year to
ensure an opportunity for employee
attendance. Effective 5/29/2012.

DON implemented a new Side Rail
Assessment to be conducted on all
new admissions and Quarterly
thereafter.

A Falls Prevention Program called
The Falling Leaf Program was
developed by the interdisciplinary
team in January 2012 and Physical
Therapy is responsible for this
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F 490 program. This has been reviewed

repairs.

with falls.

and revised on 5/27/12 to provide
staff and interdisciplinary team
members with an approach to
evaluating and identifying
appropriate interventions.

The Falls Prevention Program
includes a quarterly assessment of
resident rooms and bath equipment
conducted by maintenance staff for
needed repairs. This assessment
was begun January 2012 and revised
05/29/2012 to capture the
appropriate documentation for

Beginning 5/22/12 the Physical
Therapist began screening residents

Use of Restraint policy was
developed by DON and approved by
Medical Director and QA
Committee 5/27/12. No restraints
can be applied without approval of
DON/ Medical Director.

After being informed by surveyor
that CNA #12 had transported
Resident #21 down the hallway

Exhibit # 10
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F 490 from shower room, in a Hoyer Lift,

the DON conducted a teachable
moment with CNA #12 and other
staff working that day teaching that
residents must not be transported in
the hallway when residents are in
the Hoyer lift. The Hoyer lift policy
was reviewed with all staff working
on the 6-2pm and 2-10pm shifts by
the DON. Inservices were then
given to all RN’s, LPN’s, CNA’s,
Housekeeping, Dietary, Social
Worker, Maintance, Activities
Director, Laundry, PT, Office Staff,
Administrator, Feeding Assists by
DON and RN/BSN from 5/27/12-
5/30/12. Staff not in attendance will
no be able to work until inservices
are complete. DON/RN will oversee
inservices and report to QA/PI

2) The DON reviewed the
deficiencies stated in the 2567 to
identify in-services needed and to
address each tag cited. In-services
were conducted 5/135, 5/24, 5/27,
5/28 and 5/29 on —Abuse
Investigations, Residents Rights,
Restraints, Safety, Fall
Investigation, Care of residents with
Seizures, and Behavior
Management. Inservices were then
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F 490

given to all RN’s, LPN’s, CNA’s,
by DON and RN/BSN from
5/27/12-5/30/12. Staff not in
attendance will no be able to work
until inservices are complete.
DON/RN will oversee inservices
and report to QA/PL. President of
Laurelbrook School, will oversee
Laurelbrook Nursing Home
Administrator to ensure compliance
and that the quality of care will be
provided. Effective 5/29/2012.

3) The DON or designee will
monitor all behaviors weekly to
ensure residents receive appropriate
care and biweekly by Geriopysch
Services, who will provide DON a

list of all residents seen at each visit.

Restraints will be monitored weekly
for four weeks until process is in
place and functioning efficiently,
then quarterly thereafter.

Abuse allegations will be logged as
received and investigated 24-72
hours, effective 5/15/2012.

The DON/MDS Coordinator/PT
will monitor all falls. An accident
and incident log was created to
insure timely investigations. New
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¥ !
F 490 Continued From page 86 :
*2012. Continued review of the evidence revealed |
 the revised program contained detalled .
 information on Resident-to-Resident Altercations,
. Abuse Investigations, Reporting Abuse to Facliity |
i Management, and a 3«page investigative
i worksheet for data gathering and evaluation
, titled, Resident Abuse Investigation Report Form, !

: The facility provided evidence of mandatory

F in-service education and training to all staff on
: Abuse Prevention, Resident Safety, Resident
! Rights, and Behavior Management,

Random interviews with multidisciplinary staff J
. conducted during the revisit from June 4 through l
! June 5, 2012, confirmed they had received i

|

; in-services related to abuse prevention, resident
safety, resident behaviar, and resident rights.

: The facility provided evidence of abuse registry

: and criminal background checks were completed |

i

. for the last six employees hired,

. The facility will remain out of compliance at an "F* !
* level until it provides an acceptable plan of
1 correction to include continued monitoring to
1 ensure the deficient practice does not recur, and
: the facility’s corractive measure would be
' reviewed and evaluated by the Quality Assurance
; Committee.

{F 497}, 483.75(e)(8) NURSE AIDE PERFORM

s8=E; REVIEW-12 HR/YR INSERVICE

i
I The facility must complete a performance review
Lof every nurse alde at least once every 12

; months, and must provide regular in-service

" education based on the outcome of these

" reviews. The in-service training must be

| forms were created to aid in
F 480 capturing the appropriate
- information during investigations.

|

!

|

f

: The DON/designee will monitor all J
| restraints assessed and ordered by ll
| physician to ensure that all residents
I are safe by utilizing the least |
| restrictive measures possible. This i
‘ will be monitored for three months |
and reevaluate at that time if }
monitoring needs to continue with f

|

|

| approval from the QAPI Committee.

|

{‘ The DON/designee will monitor all
i residents to ensure the absence of all
i forms of abuse, including

; involuntary seclusion. This was

! begun on 5/29/12 and will continue

| indefinitely to ensure compliance
has been achieved.

4) The DON will report the
outcomes of abuse, behavior
management, and restraint
monitoring to the quarterly QAPI
Committee and ultimately the
Administrator will report to the |
Board meeting quarterly. The next
scheduled QAPI Committee
meeting on 6/20/12.

{F 497}
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| J P
F 490 Continued From page 86 ! Fago! |'
" 2012. Continued review of the evidence revealed | '

. the revised program contained detalled |
, information on Resident-to-Resident Altercations, |
: Abuse Investigations, Reporting Abuse to Facliity |
! Management, and a 3-page investigative

" worksheet for data gathering and evaluation
titled, Resident Abuse Investigation Report Form, !

|

|
] |
i |
! i
f i
1 I I
{ The facility provided evidence of mandatory _ ! |
I in-service education and training to all staffon | l 1
| Abuse Prevention, Resident Safety, Resident ' !
! Rights, and Behavior Management. i |
| i |
| f
i I
i !

|

|

- Random interviews with multidisciplinary staff

. conducted during the revisit from June 4 through |

i dune 5, 2012, confirmed they had received |

; in-services related to abuse prevention, resident 1
safety, resident behavior, and resident rights. ;

i The facility provided evidence of abuse registry
s and criminal background checks were completed !
; for the last six employees hired, [

. The facility will remain out of compliance atan "F" ! ; |
- level until it provides an acteptable plan of i !
 correction to include continued monitoring to |
s ensure the deficient practice does not reeur, and |
: the facility’s corrective measure would be !
! reviewed and evaluated by the Quality Assurance

iCommittee.
{F 497}, 483.75(e)(8) NURSE AIDE PERFORM {F497)| F497 483.75(e)(8) Nurse Aide  |6/4/12

service

1

I The facility must complete a performance review
!, of every nurse alde at least once every 12

i months, and must provide regular in-service

' education based on the outcome of these

" reviews. The in-servige training must be |

1

GRM CMS-2567(02-88) Provious Versions Obzolate

1) On 5/20/12, upon review of [
I

|
i
|
|
SS=E REVIEW-12 HR/YR INSERVICE j Perform review-12HR/YR In-

i
|
i

|

findings that all CNA’s had not
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F 497

received at least 12 hours of in-
services per year, the
DON/ADON/RN Staff conducted
mandatory in-services. The DON
will conduct mandatory inservices
for RN’s, LPN’s, and CNA’s
biannually and non-mandatory in-
services quarterly beginning 6/1/12.
CNA’s will have a printed copy of
their hours given to them quarterly
so they are aware of their hours to
be completed. They will be required
to attend 80% of scheduled in-
services to ensure their required
hours are met.

2) All CNA’s in-service records
were reviewed to identify which
employees had not received their
required 12 hours of in-service in
2011. All CNAs who did not have
the required 12 hours of in-service
hours received an oral warning for
failure to meet employment criteria
by DON on 5/29/12.

3) The DON/Office Manager will
monitor on a quarterly basis CNA
in-service hours. All CNA’s will be
expected to fulfill state
requirements. An updated list of
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{F 497} Conlinued From page 87 ;
" sufficient to ensure the continuing competence of |
nurse aides, but must be no less than 12 hours !
. per year, address areas of weakness as |
- determined in nurse aides' performance reviews |
_and may address the special needs of residents |
as determined by the facility staff; and for nurse |
 aldes providing services to individuals with
| ognitive impairments, also address the care of
. the cognitively impaired.

i

; This REQUIREMENT is not met as evidenced

: by

| Based on review of facility documentation review
I and interview, the facility failed to provide twelve

| hours of in-service education per year for six of

| twenty-two Certified Nurse Aides (CNA)

| employed,

:’ The findings included:

' Review of facility documentation titled Currently
' Employed Staff revealed twenty-two CNA's |
employed by the facillty Review of facility
documentaticn of total in-gervice hours for
1 January 2011 through December 2011 revealed
| six of twenty-two listed did not have the twelve
hours of the required in-service edugation.

lntervlew with the Director of Nursing on May 15,
i i 2012, at 3:15 p.m., in the front office, confirmed
i the facllsl;y falled to pravide twelve hours of
: in-service education for the Certified Nurse Aides

' ernpluyed

{F 487} iprovided to each CNA on 6/1/12 by

'CNA s inservices was printed and

ithe office manager.

4) The DON/Office Manager will
report in-service hours of CNAs
Iquarterly to the QAPI Committee

| beginning 6/1/12 and ultimately the
Administrator will report to the
Board meeting quarterly. The next |
scheduled QAPI Committee
meeting on 6/20/12.

{F 498} : | 483, 75(f) NURSE AIDE DEMONSTRATE {F 498}{
§8=D | i COMPETENCY/CARE NEEDS |
_3 The facility must ensure that nurse aides are able
Evont [D: G6L512 Faclity 1D; TNT2D1 It continuation sheet Pago 88 of 101
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{F 497} Continued From page 87 ;
' sufficient to ensure the continuing competence of |
nurse aides, but must be no less than 12 hours |
- per year; addrass areas of weakness as i
- determined in nurse aides’ performance reviews ?
. and may address the special needs of residents i
as determined by the facllity staff: and for nurse I
: aldes providing services to individuals with j
| cognitive impaiments, also address the care of
. the cognitively impaired.

. This REQUIREMENY is not met as evidenced

| Based on review of facility documentation review
!and interview, the facility failed to provide twelve

I hours of in-service education per year for six of

| twenty-two Certified Nurse Aides (CNA)

| employed,

The findings included:

* Review of facility documentation titled Currently
: Employed Staff revealed twenty-two CNA's

; employed by the facility. Raview of facility

, documentation of total in-service hours for

t January 2011 through December 2011 revealed
i six of twenty-two listed did not have the twelve

. hours of the required in-service education.

12012, at 3:15 p.m., in the front office, confirmed
i the facility failled {o provide twelve hours of
| in-service education for the Certified Nurse Aides
' employed,
{F 498} | 483.75(f) NURSE AIDE DEMONSTRATE
§8=D ;‘ COMPETENCY/CARE NEEDS

| The facility must ensure that nurse aides are able

|
]
i
i |
; Interview with the Director of Nursing on May 15, i
}
|

|
{F 497} ,"
|

1

i
i

|

|
{F 488} | K498 483.75(f) Nurse Aide
! Demonstrate Competency/Care
Needs

64o/12

|
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1
H {
{F 498} | Continued From page 88 | {F498)Resident #23
| to demonstrate competency in skills and i
i techniques necessary to care for residents’ ;
| needs, as identified through resident 1) Upon being made aware of
[(CNA #16 practice of feeding

, assessments, and described in the plan of care.
i Resident #23, the DON in-serviced
her, and other CNA’s, on 5/14/12

| This REQUIREMENT is not met as evidenced i : ol ot
: iconcerning the discontinuation of

} .
i
by: (
;! Based on observation and interview the facility Isyringe feeding practice withouta |
: ?ﬁiwmmsgevg?rhgeg ;:f"s‘g A::;fjant t ; physician order and how to properly |
; nts were traine ovide services to one i : . .
resident (#23) of twenty-seven residents ';};e?:ig EZS:!?:;;SSEEEE?SZ ff J

| reviewed, R
; Isyringes must be approved by DON

| The findings included: ' iprior to using special devices. This

| Resident #23 was admitted to the facility on was sdded to;the policy “Assistance
! October 2, 2008, with dlagnoses including with Meals” and in-services were
i Dementia and Osteoporosis, provided to all RNs, LPNs, & CNAs

on 5/27/12-5/30/12 by DON. Any
RN/LPN/CNA who has not attended

i Medical record review of the Minimum Data Set
! dated March 15, 2012, revealed the resident was |

! severely impaired for daily decision making, ithe above in-service cannot work
«inattention continuously present, totally until they have attended an in- !
i dependent on staff for eating, no swallowing SaEvIGE. ;
! disorder, obvious or likely cavity or broken natural Exhibit # 46
, teeth, and a mechanically altered diet. =Xn1o1t

Medical record review of an Interdisciplinary Care 12) On 5/15/12 to 5/16/12, DON
i Plan dated last reviewed June 16, 2011, ior designee observed all other

‘revealed, "...assist with feeding as

. needed...honey thickened liquid 2/7/12..." residents and no other residents

! were being fed with a syringe. In-

i Medical record review of a Resident Plan of Care i services were provided to each RN,

, Instructions no date revealed, "...can be fed using LPN, & CNA’s 5/27/12-5/30/12.

; 8 &Ynge... Any RN/LPN/CNA who has not |
: Observation with the Direetor of Nursing (DON) attended the above in-service cannot
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F 498 work until they have attended an in-
service.

3) The DON or designee will
monitor monthly residents requiring
assistance with eating to ensure that
no resident is being fed with a
syringe without physician order and
proper evaluation by Speech
Therapist beginning 6/1/2012.

The DON/ADON will monitor
residents requiring assistance with
eating and any swallowing
difficulties and will continue
monthly for 6 months or until
substantial compliance has been has
been achieved.

4) The DON will report the
outcomes of monitoring residents
requiring feeding assistance at the
next quarterly QAPI Committee.
and ultimately the Administrator
will report to the Board meeting
quarterly. The next scheduled QAPI
Committee meeting is scheduled for
6/20/12.
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{F 498} ! Continued From page 89
»on May 15, 2012, at 8:18 a,m., in the activity
. Toom, revealed CNA student #1 feeding Resident
| #23 with a syringe containing milk that had not
| been thickened and the DON instructed the
j student to thicken the milk,

! Interview with the CNA Instructor on May 15,
1 2012, at 8:50 a,m., in the front office, confirmed
' CNA student #1 had not been trained to feed with
| 3 syringe,
{F 500} : 488.75(h) QUTSIDE PROFESSIONAL
$8=D . RESOURCES-ARRANGE/AGRMNT

- If the facility does not employ a qualified
" professional person to furhish a specific service !
i to be provided by the facillty, the facility must

| have that service furnished to residents by a |’
; person or agency outside the facility under an i
: arrangement described in section 1861(w) of the !
i Actor an agreement described in paragraph thy |
; (2) of this section. '

i Arrangements as described In section 1861 (w) of
. 1 the Act or agreements pertaining to services

 furnished by outside resources must specify in

f writing that the facillty assumes responsibility for

| obtaining services that meet professional

| standards and principles that apply to
professionals providing services in such a facility;

| and the timefiness of the services.

]
| This REQUIREMENT is not met as evidenced
by:

.‘ Based on review of facllity contracts, the facility |
j failed {0 provide a dialysis contract
|

| The findings included: J
|

J
{F 498)| '
|

FORM CMS-2587(02-60) Previous Varsions Ghsolets Event ID-GBLS12

Faclliy 102 TN7201 It continuation shest Page 50 of 104

g



06/20/2012 14:09 #415 P.078/130

From:
2012-06-07 16:02 DCO547PM13501 8652125642 »»> 4237756346 P 937118
LEFANIMEN | OF HEALTH AND HUMAN SERVICES PRINTED: 0810722012
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A, BUILDING COMPLETED
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. 44E20D 06/05/2012
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()0 - SUMMARY STATEMENT OF DEFICIENCIES | i | PROVIDER'S PLAN OF CORREGTION |
: EAGH DEFICIENGY MUST : i ol
T A SRR | T | (Mt | ol
i ; DEFICIENCY) [
] i -~
{F 498} Continued From page 89 {F ag8)| !
+On May 15, 2012, at 8:18 a,m., in the activity I ,
, Toom, revealed CNA student #1 feeding Resident [ ;
| %23 with a syringe containing milk that had not !
| been thickened and the DON instructed the I
| student to thicken the milk, i
' Interview with the CNA Instruetar on May 15, [ |
12012, at 9:50 a.m,, in the front office, confirmed i |
' CNA student #1 had not been trained to feed with f I
| @ syringe, : 1
{F 500} . 483.75(h) OUTSIDE PROFESSIONAL {F 500}{ F 500 483.75(h) Outside Y7
$5=D , RESOURCES-ARRANGE/AGRMNT Professional (Rmurccs_ 612
I the facility does not employ a qualified | Arrange/Agreement f
' pr%fessiona{egersnn to fu;nish a specific service I E
i to be provided by the faci ity, the facility must 1) Upon becoming aware of the .
| have that service furnished to resldents by 2 | i T . :
| Person or agency oulside the facility unde}; an ]} | need _01? a dialysis contract, the
- arrangement described in section 1861(w) of the ! | Administrator completed an
i Actor an agreement described in paragraph (h) i agreement for dialysis’ services on
i (2) of this section. : 5/15/2012.
; Arrangements as deseribed in section 1861(w) of | o .
i the Act or agreements pertaining to services 2) The Administrator reviewed all
'mf?hh?hd l’:;]{houflsiq'?éesources must sp?giiff}t’yi? | contracts to ensure all patient
writing that the facillty assumes responsibllity for . :
obtaining services that meet professional | contracts were current & viable.
standards and principles that apply to . ) .
professionals providing services in such a facility; 3) The Administrator will review
and the timefiness of the services. all contracts for validity on a
| quarterly basis, effective 6/1/12.
| This REQUIREMENT s not met as evidenced . . i
by: 4) The Administrator will report
Based on review of facility contracts, the facility I quarterly to the QAPI Committee
: failed to provide a dialysis contract the renewed or additions to
| The findings included: Jn‘
I
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CENTERS FOR MEDICARE & MEDICAID SERVICES

AN PLAN OF CORABTCTION JOENTFICATICN NUMSER:

44E200

STATEMENT OF DEFICIENCIES 7t PROVIDERBUPPUERIGLI X2 SWLTIPE CRNSTRUSTION (KB} DATL CUBYCY
A AULNG coOWLEYED

B 'AING.

R

DE/052012

NAWE OF PRTVIDER OR EUFPLIER
LAURELBROOK SANITARILM

BTAEEY ADDAESE OFTY, 8TATE, 5P Cope
Y145 CAMPUE DRIVE [
DAVTON, TH 37221

ou.-n:s i SUBANY STATEMENT OF DEFICIENCIES
TM] i REGULATCRY OR L3% IDSNTIFYING IRFCRMATION)

(EhCH DEFIZIENCY MUST BE FRECEDED BY FLuL * PREFIX

D
TAG

TROVRER'S SLAN OF SORRECTION
(EACH CORRFETIUE ACTION SHOULD BE
CRI:SG-REFEEEE{'-'EFQCT%E APPROPAILTE

1K
CCHPLETEY
Lnsy

(F 500} ! Continued From page &0

- Revlaw of the faclity contracts on May 15, 2012,
revealed ho dialysis cantract,

; Review of o dialysis contract recsived by fax fom
 tha facility on May 46, 2012, revealed the
. agresment waz dabed tay 15, 2012,
F 501 | 483.75i) RESPONSIBILITIES OF MEDICAL
ssef | IRECTOR

| The faciiity must designete 2 physician t sorve
| 15 medical director.

F'l‘he resiical dlractar s responsible for
| implementation of resiient care palicies: gnd the
! coordination of medical care In the faciity,

i
Thss REQUIREMENT i hot mak 86 svidewad

by

i Easet on madical record review, facllity polley
‘ravisw, observedion, shd intendaw, the Megsiet

' Direztor fafled to provide owersight and participets

I the gevelopment of policies Bnd prooedures o
'ensure reskient aafety, onsure residents wece
i froa frarn abuge, and ensure that residents with

. menlal Hinerabehaviors wane provided

- psychiatnc services. i
; Tha hodleal Director's failure to cokaborgde with |
! the facdity to develon snd implament policies and

| procedures related to resldent safsty piaced

| resident's #2, 94, 25, B14, #18, #10, ond # 28 in

| immedfate Jeopardy; placed ceaident #4, #2, and

j#4 In Immediste Jeopardy relsted to abuse, and
| placed resident #5 in Imimedizbs Jaafmrdy for

| fairure 1 provide mental hestih services.

| (imeadiate Jecperdy B & situatien in whih a

F 501,

Contracts, and ultimately to the

{F 508} Board meeting quarterly. The next
scheduled QAPI Committee
meeting is 6/20/12.

- B e 8

S e i s e

FOIRLE EMS-L00TI00:93) Preoebus Variore Denin  Sveal K GES1Y
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' i
{F 500}  Continued From page 90 {F 500} I’
: |
: Review of the facility contracts on May 15, 2012, |'
" revealed no dialysis contract, _ f
: Review of a dialysis contract received by fax from i
: the facility on May 16, 2012, revealed the
, agreement was dated May 15, 2012, . o
F 501  483.75()) RESPONSIBILITIES OF MEDICAL ropif S 4875 (2) Responatbilties | .0

ss=F | DIRECTOR
|

I’ The facliity must designate a physician to serve
| as medical director.

| The medical director is responsible for
: implementation of resident care policies: and the
i coordination of medical care in the facility,

I

' This REQUIREMENT s not met as evidenced

- by:

i Based on medical record review, facility policy

| review, observation, and interview, the Medical

' Director failed to provide oversight and participate
, in the development of policies and procedures to
' ensure resident safety, ensure residents were

: free from abuse, and ensure that residents with

" mental iliness/behaviors were provided

' psychiatric services,

| The Medical Director's failure to collaborate with

i the facility to develop and implement policies and
procedures refated to resldent safety placed
resident's #2, #4, #5, #14, #18, M9, and ¥ 26 in

i #4 in Immediate Jeopardy related o abuse, and
: placed resident #5 in Immediate Jeopardy for

! failure to provide mental heaith services.

i (Immediate Jeopardy is a situation in which a

| Immediate Jeopardy, placed resident #1, #2, and |

of Medical Director

1) Upon receipt of the 2567 ,
Deficiency Report on 5/21/12 '
identifying immediate jeopardy for
' 501 tag, the Medical Director was
notified by the DON and the full
urvey report was reviewed in-
depth with Medical Director on
S/27/12.

iThe Abuse Investigation policies,
i.e. Reporting Abuse To Facility
Management; Resident To Resident
Altercation; Abuse Investigations;
Behavior Assessment and

;;M onitoring have been reviewed and
revised on 5/27/2012 by the DON |
and approved by the Medical
Director, Administrator and QA
Committee on 5/27/12.

Exhibit # 24
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e NMEINT UT AL H AND HUMAN SERVICES PRINTED: 0510712012
CENYERS FOR MEDICARE & MEDICAID SERVICES o s v
STATEMENT OF DEFICIENCIE ERISU 2
‘ANO PLAN OF CorRecTioN © | X7 ;g:é%r?mﬂo?ﬁh?a%w @) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A BUILDING COMPLETED
- 44E200 8. WING R
NAME OF PROVIDER OR SUPPLIER TR AT B e T T 06/05/2012
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
DAYTON, TN 37321
Xa) D SUMIARY STATEMENT OF DEFIGIENCIES o] PROVIDER'S PLAN OF COR
PREFIX . (EACH DEFIGIENCY MUST BE PREGEDED BY F I RECTION ()
TAG |  REGULATORY ORLSC IDENTIFYING mromarﬁ'g}'h I "%‘Eé"‘ | céﬁ“s‘é‘g‘é‘;’?ﬁéﬁé‘gﬁ e Fﬁg f;%%fm -l
; f DEFICIENGY)
F 501 Gontinu The Abuse Il_wc-:stigation‘p(.)licy was —
: Con! ?d Eram page i F S0%iinserviced with the Administrator,
| provider's noncompliance with one or more TONT and Med! ot Disetnrs }
| requirements of participation hgs caused or Is | andd Medic Irector o
f likely to cause serious harm, injury, impairment or | 15/27/12 by the Healthcare
 death). | Consultant emphasizing the
I i« .
' The facility provided a Credible Allegation of e ok re(‘:ord} .. ab;se !
i Compliance on May 30, 2012, A revisit lI allegajuon? Investigating an |
| conducted onh June 4 - 5, 2012, revealed the | reporting in a timely manner. ‘
: corrective actions implemented on May 30, 2012, ‘ |
; removed the Immediate Jeopardy, The DON implemented a Behavior

. Noncompliance continues at an "F" levet citation

i e
! (potential for more than minimal harm). [ Management and Monitoring

Program effective following
approval by the Medical Director on

: Validation of the Credible Allegation of . 3/27/12 and QA Committee. |
+ Compliance was accomplished through medical Aﬂ. rcsu_ients adquﬁed with a hlsl_ory |
 record review, observation, facility policy review, of impaired cognition, problematic !
i and interviews with facility staff including the behavior, or mental illness will have '
A Aeinistrative stz a consultation with a Geropsych J
! The facility provided evidence an Independent, Practitioner. This was addressed in

j Healthcare Consuitant, had been retained to the revised Behavior Assessment f

i

. [
: The findings included; !

Exhibit # 10

+ assist the facility in systems management to h itori icy. This polic

| improve the quality of care for the residents, and and Wo;‘:“?éénsn%ohcymv ;;pr mey

| provide staff education in areas deemed lacking, b2 1:ev i anp y ]

: The Healthcare Consultant was introduced to the Medical Director and QA i

: survey team on June 5, 2012, at 8:30 a.m., In the | Committee on 5/27/12.

| therapy room. f ' )
|

" The facility provided evidence the Medical
- Director was educated by the Healthcare

* Consultant/RN on the importance of recording On 5/27/12 the DON revised and
+ abuse allegations, and investigating and reporting developed new Behavior
_: allegations in a timely manner, Management and Monitoring

" The facllity provided evidence of the review and | Policies to address residents
revision of the facility's Abuse Prevention . II identified as having problematic
| i
FORM CMS-2587(02-69) Prévious Vorgions Obsolofa Event ID: GELS12 Facilly 1D: TNY201 It continuation sheet Pago 82 of 101
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FRINIRD 061072042

CENTERS FOR MEDICARE & MEDICAID SERVICES OMgOh?g ‘635?%‘55”
STATEMENT OF DEFICIENCIES | (X1) PROVIDERISUPP, 3 1
AND PLAN GF CORRECTION ! IDENTIFICATION #lﬁé"‘éﬁ“ PR MATIPLE CONTTRUCTION 06F) DATE SURVEY

A BUILDMG COMPLETED
44E200 B, WING usrnerzo-rz
NAME OF PROVIDER OR SUPPLIER e
STREEY ADDRESS, CITY, STATE, ZIP CODE
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
‘ DAYTON, TN $7324
Xay1p SUMMARY STATEMENT OF DEFICIENGIES ! p
PREFIX | (EACH DEFIGIENCY MUST BE PREGEDED BY FyLL, i PaiEFlX m’c?fé"&??&%"f&%ﬁfﬁﬂl%“u ! coubiETion
TAG REGULATORY OR LSC IDENTIEYING INFORMATION) ! TAG I CROSS-REFERENCED TO THE APPROPRIATE | DATE
i i DEFICIENCY) [
& I‘ } i
O N— page B2 | ks :behaviors that would need

| Program, approved by the Medical Director at the ]
: Quality Assurance meating conducted on May 29, |
, 2012, Continued review of the evidence revealed |
f the revised program contained detalled I
; information on Residentsto-Resident Altercations, |
| Abuse Investigations, Reporting Abuse to Facility !
i Management, and a 3-page investigative

[ worksheet for data gathering and evaiuation

i tiled, Resident Abuse Investigation Raport Form,

| The facility provided evidence the Medical

‘ Director reviewed, revised, and approved the

; ;ooliowing facility policles on May 27, and May 29,
| 2012,

} Abuse Investigation/Seclusion, Behavior

+ Management and Monitoring Program, Behavior
i Assessment and Monitoring, Use of Restraints
“and Unmanageable Residents, Falling Leaf

- Program (revised for residents at risk for fails),

; Side Rail Evaluation on Admission and Quarterly, |
! Resident Rights, Guidelines for Nursing |
* Procedures, Accident and Supervision. The

; Abuse Investigation policies included Reporting
- Abuse to Facllity Management, Resident to

i Resident Altercation, and Abuse Investigations,
|

: The facllity provided evidence of mandatory

i in=service education and training to all staff on

| Abuse Prevention, Resident Safety, Resident

Rights, and Behavior Management.

, Random interviews with multidisciplinary staff
conducted during the revisit from June 4 through
{ June 5, 2012, confirmed they had received |
 in-services related to abuse prevention, resident |
- safety, resident behavior, and resident rights.

I
| The facility will remain out of compliance at an "F*

]
0 Ipsychiatric consultation and i

{behavioral management. These i
policies include Behavior |
Assessment and Monitoring, use of
Restraints and Unmanageable l
' Residents. Residents admitted with |
a history of impaired cognition, J
problematic behaviors, or mental f
! illness will have a Geriopsych '
Practitioner Consult, This was J
 addressed in the revised Behavior |
Assessment and Monitoring Policy. |f
Policies were approved by Medical E
Director and QA Committee on !
' 5/27/12. In-services given on the |
| above policies to all RN’s, LPN’s, |
I CNA’s, by DON and RN/BSN f
| from 5/27/12-5/30/12. Staff not in
I attendance will no be able to work
I until in-services are complete.
. DON/RN will oversee in-services
i and report to QA/PI.

|
! Exhibit # 10

In-services were conducted on
revised Behavior Management
| Policies and Guidelines for
i Notification of Physician for
| Problematic Behaviors and other
] issues that address residents not i
[
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; UILDING
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X4y 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFFICIENCIES

D
PREFIX
TAG

PROVIDERS PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETION
DATE

F 501

responding satisfactorily to
treatments. These in-services were
conducted on 5/28/12 & 5/29/12 by
DON and RN/BSN. Inservices
given to all RN’s, LPN’s, CNA’s,
by DON and RN/BSN from
5/27/12-5/30/12. Staff not in
attendance will no be able to work
until in-services are complete.
DON/RN will oversee in-services
and report to QA/PI.

The Administrator and DON
reviewed the Geropsych contact to
ensure every other week visits could
be provided to address residents
with impaired cognition,
problematic behavior or mental
illness. This was confirmed on
5/18/12 by the Administrator.

A Falls Prevention Program called
The Falling Leaf Program was
developed by the interdisciplinary
team in January 2012 and Physical
Therapy is responsible for this
program. This has been reviewed
and revised on 5/27/12 to provide
staff and interdisciplinary team
members with an approach to

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6) DATE
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F 501 evaluating and identifying

appropriate interventions.

New forms and revised process for
investigating falls have been
developed and implemented
5/28/12. Fall checklist, post fall
Nursing Assessment, post Fall
Investigation, Occurrence
Investigation Statement were
approved by the DON,
Administration and Medical
Director on 5/28/12.

Beginning 5/28/12 the Physical
Therapist began screening residents
with falls.

The revised post Fall Investigation
Form has possible Preventative
Measures and suggested
interventions that can aid licensed
staff with implementing appropriate
interventions. Also Fall Prevention
and Potential Interventions and
Strategies for Reducing the Risk for
Falls were posted at the Nursing
Station as a resource for selection of
interventions if a fall occurs. This
was done 5/29/12 by DON.

The Falls Prevention Program
includes a quarterly assessment of
resident rooms and bath equipment
conducted by maintenance staff for
needed repairs. This assessment

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE

(X6} DATE
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F 501

was begun January 2012 and revised
05/29/2012 to capture the
appropriate documentation for
repairs.

Inservices given 5/27/2012-
5/30/2012 to all RN’s, LPN’s,
CNA’s. Staff not in attendance will
not be able to work until inservices
are complete, DON/RN will oversee
inservices and report to QA/PI. The
newly created falls checklist
provides the notification as a
reminder to the staff to PT of falls,

The Falls Prevention and Potential
Interventions was placed at nurses
on 5/28/12 and inserviced to nurses
and others, 5/28/12-5/30/12 by
DON and RN/BSN.

The DON is responsible for the
overall Falls Prevention Program,
effective 5/29/2012.

Exhibit # 21

The Accident and Incidents Clinical
Protocol policy for conducting
Neuro checks following incidents
where residents may have suffered
head injury during the fall or an un-
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witnessed fall, was revised to call
the Physician and obtain orders for
frequency of Neuro checks. All
residents experiencing falls will be
monitored for 72 hours including
Neuro checks as ordered by
physician. DON or designee will
monitor this process effective
5/16/12. Inservices given
5/27/2012-5/30/2012 to all RN’s,
LPN’s, CNA’s, Housekeeping,
Dietary, Social Worker,
Maintenance, Activities Director.
Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will no be
able to work until inservices are
complete. DON/RN will oversee
mservices and report to QA/PI.

Exhibit # 20

The Accident and Incidents Clinical
Protocol policy for conducting
Neuro checks following incidents
where residents may have suffered
head injury during the fall or an un-
witnessed fall, was revised to call
the Physician and obtain orders for
frequency of Neuro checks. All
residents experiencing falls will be
monitored for 72 hours including
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(X4) 1D SUMMARY STATEMENT OF DEFFICIENCIES D PROVIDERS PLAN OF CORRECTION X35)
PREFIX PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 501 Neuro checks as ordered by
physician. DON or designee will
monitor this process effective
5/16/12. Inservices given
5/27/2012-5/30/2012 to all RN’s,
LPN’s, CNA’s, Housekeeping,
Dietary, Social Worker,
Maintenance, Activities Director,
Laundry, PT, Office Staff,
Administrator, Feeding Assists.
Staff not in attendance will no be
able to work until inservices are
complete. DON/RN will oversee
inservices and report to QA/PI.

Exhibit # 28

Those residents identified as being
restrained by the use of side rails,
Geri chairs, merry-walker or
specialized wheelchair received a
pre-restraint assessment and an
informed consent obtained. This
process was begun on 5/15/12 and
was completed on 5/29/12 with
Medical Director and DON
approval,

Exhibit # 9
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STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

44E200

{X1) PROVIDER/SUPPLIER/CLIA
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x2)
A
B.

MULTIPLE ONSTRUCTION (X3) DATE SURVEY j
BUILDING COMPLETED

WING R
06/05/2012

NAME OF PROVIDER OR SUPPLIER
LAURELBROOK SANITARIUM

STREET ADDRESS, CITY, STATE, ZIF CODE

114 CAMPUS DRIVE
DAYTON, TN 37321

{(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFFICIENCIES

ID
PREFIX
TAG

PROVIDERS PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETION

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

F 501

2) The following policies or
procedures have been changed to
address these deficient practices:
Use of Restraints

Behavior Assessment and
Monitoring

Side rail Evaluation on Admission
and Quarterly

Abuse Investigation/Seclusion
Resident Rights/ Guidelines for all
Nursing Procedures

Accident and Supervision

Exhibit # 10

On 5/29/12 Medical Director
attended QA Committee to approve
any policies or process changes that
needed to be addressed. He was
also available for any residents’
issues that nurses and office may
have had or orders needing
signatures.

On 5/27/12 the Medical Director
made rounds, assessed and
evaluated all residents with
psychoactive medications or
residents with behavior diagnoses.
This evaluation was also
documented in the Medical Record
5/2712.

LABORATORY [

RECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TILE (X6) DATE
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DEFICIENCY)
F 501

3) The medical director will be
informed of all monitoring
concerning the deficiencies stated in
the 2567 either individual reporting
or at the quarterly QAPI committee
meeting beginning 5/27/12. The
DON or designee will monitor all
bebhaviors weekly to ensure
residents receive appropriate care, A
list of residents biweekly by
Geriopysch Services, will provide to
the DON, beginning 5/31/12. DON
will monitor residents who have
consultation from outside providers
monthly. Restraints will be
monitored weekly for four weeks
until process is in place and
functioning efficiently, then
quarterly thereafter.

Abuse allegations will be logged as
received and investigated 24-72
hours, effective 5/15/2012.

The DON/MDS Coordinator/ PT
will monitor all falls effective
5/29/12.

The DON/designee will monitor all
restraints assessed and ordered by
physician to ensure that all residents

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

TITLE (X8} DATE
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F 501 are safe by utilizing the least
restrictive measures possible. This

will be monitored for three months,
beginning 6/1/12, and reevaluate at
that time if monitoring needs to
continue with approval from the
QAPI Committee.

The DON will monitor all residents
to ensure the absence of all forms of
abuse, including involuntary
seclusion. This was begun on
5/29/12 and will continue
indefinitely.

4) The DON will report the
outcomes of abuse, behavior
management, delays in medical care
and restraint monitoring to the
quarterly QAPI Committee and
ultimately the Administrator will
report to the Board meeting
quarterly. The next scheduled QAPI
Committee meeting is 6/20/12.

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REFRESENTATIVE'S SIGNATURE TITLE (X8} DATE
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et ALY O MIRALLH AND HUMAN SERVICES PRINTED: 081677201
CENTERS FOR MEDICARE & MEDICAID SERVICES G L APPROVED

STATEMENT OF DEFICIENCIES -0936-0391
AND PLAN OF CORRESTION = i e i (X2) MULTIPLE CONSTRUCTION X3) DATE SURVEY
A BUILDING SONALRTED
44E200 B 6 =
06105/2012
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE T
LAURELBROOK SANITARIUM ¥14 CAMPUS DRIVE
| DAYTON, TN 37321
Xgm ! SUMMARY STATEMENT OF DEFICIENGIES m | PROVICER'S PLAN v
i OBl Ly OF CORRECTION ]
TAG REGULATORY OR Lsgﬁéﬁfgggﬁ%ﬂmi%;) Pﬁigx J cé?s%“n%gggsucggg #ﬁggniﬁlgfnﬁre E cumﬁ:én o
! ! DEFICIENCY) i
: f
F 501 Continued From page 93 F 501! E
i level until it provides an acceptable plan of ! -'r
correction to include continued monitoring to !
. ensure the deficient practice does not recur, and 5
; therfacriity‘s corrective measure would be =
. g::ewet?e:nd evaluated by the Quality Assurance |
i Committee, f v 3
{F 504}  483.75()(2)(i) LAB SVCS ONLY WHEN {F so4}f F =0 483'750)(’? (&)@l Lab 6/6/12
$s=D ORDERED BY PHYSICIAN  Services Only When Ordered by
| ) Physician '
+ The facility $us! provide or obtaln laboratory
. Services only when ordered by the attendin i -
: Srpsicien. 9 Resident #1
l . 1) On 5/15/12, the DON conducted !
i ;‘h;s REQUIREMENT is not met as evidenced an in-service with all RNs and LPNs
| by: i i ic
: Based on medical record review and interview, on th'e Regnestror [izagnp stie
i the facility failed to obtain a physician order for a Services-Lab, X-Ray” policy. The |
! 1aboratery test for one resident (#1) of policy, “Request for Diagnostic I
I
|

Services-Lab, X-Ray” was placed
' The findings included: on the bulletin for quick reference
: on 6/1/12 to reinforce the in-service

. Resident #1 was admitted to the facility on July 8, conducted on 5/15/12. Any RN or
; 2008, with diagnoses including Quadriplegia, LPN who have not attended an in-
service on “Request for Diagnostic

 twenty-seven residents reviewed,

. Mood Disorder, Seizure Disorder, and Bipolar

- Risorder. .

; Services-Lab, X-Ray”, cannot work

: Medical record review of the Minimum Data Set until they have attended an in-,

. {(MDS) dated March 15, 2012, revealed the service

: resident scored fitteen of fifteen on the Brief i ’

lf Interview for Mental Status (BIMS) indicating .

+ Intact cognitive skills and o memory impairment. 2) On 5/29/12, all other residents

' b N B who had lab work during the month

 nerview with the Nursing Home Administrator of May were audited to check for
NHA) on M , 8t 1:50 p.m., i i 3

i { ) on May 7, 2012, at 1:50 p.m., in the NHA physician orders by ADON. This

, office, revealed a urine drug screen was |

' completed on the resident on May 3, 2012, I policy “Request for Diagnostic |
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STATEMENT OF DEFICIENCIES X1 L&)
AND PLAN OF CORREGTION o |'E'é~‘r’iﬁii'ﬁ%’§fb'§n’?é°e%’i‘ IR WILTIPLS CONBTRITION (S ANIE evey
A BUILDING COMPLETED
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X410 SUMMARY STATEMENT OF DEFICIENCIES :
PREFIX i (EACH DEFICIENCY MUST BE PRECEDED BY FULL F P'RIEFI.'K (E:g??ggggﬁscmﬂ&ugT?&ngggF&NBE 'l QUWD@?JUN
TAG REGULATORY OR LSC IOENTIFYING INFORMATION) ‘ TAG CROSS-REFERENCED TO THE APPROPRIATE f DATE
| I DEFICIENCY) l[
1 5 H
{F 504} Continued From page 04 {F sogpervicesLab, XoRay” wall ben- |
! without the resident's knowledge. perviced quatlerly forfllenext ol |
] months beginning 6/1/12. !
 Medical record review of the Physician Orders for :
: May 2012, revealed no Physician Order for a drug 3) The DON/ADON will monitor |
- screen, all lab work weekly to ensure a i

.E Interview with the Director of Nursing (DON) on fphysician or der is present beginning
: May 9, 2012, at 8:10 a.m., in the front lobby, 15/1 5/12. This was begun on 6/1/12
. confirmed the facility completed a urine drug iand will continue weekly for six

j
“screen on the resident without a Physician Order. | vecke-ungl satisfactory compliance
F 1 ?
1
|

' CIO #27265 #28082 'has been achieved. ,
{F 507} | 483,75(j)(2)(iv) LAB REPORTS IN RECORD (F 507

$s=D, LAB NAME/ADDRESS I4) The DON will report the
| outcomes of lab monitoring to the
' The facility must file in the resident’s clinical : :
/ mm d
record laboratory reports that are dated and next quarterly QAPI Commitiec an
! sontain the name and address of the testing iultimately the Administrator will

. taboratory. i report to the Board meeting
f quarterly. The next scheduled QAPI !
' Committee meeting is 6/20/12. [

' This REQUIREMENT is not met as evidenced [

i by:

i Based on medical record review and interview, *

i the facility failed to file laboratory results on the }

i clinical record for one resident (¥1) of |
|

| twenty-seven residents reviewed.

 The findings included:

 Medical record review of the Minimum Data Set
"{MDS) dated March 15, 2012, revealed the

i resident scored fifteen of fifteen on the Brief

- Interview for Mental Status (BIMS) indieating
_intact cognitive skills and no memory impairment. |

! Interview with the Nursing Home Administrator
| (NHA) on May 7, 2012, at 1:50 p.m., in the NHA J

FORM QMS-2567(02-99) Pravious Versions Obsalsty Event ID: GELS12 Faeility (D: TN7201 if continuation sheet Page 95 of 11
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STATEMENT OF DEFICIENCIES ' ' :
SRR RERST  [* ey [ o borgare s
I
! 44E200 8. WiNG i
06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
LAURELBROOK SANITARIUM ;‘:ﬁr“:: "': SRivE
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xam . SUMMARY STATEMENT OF DEFICIENCIES :
PREFIX | (EACH DEFICIENCY MUSY BE PRECEDED BY FULL | PR“I‘:?FIX (Big-? Egﬁ;f&@%@ﬁgﬁgﬁﬂ"gg | coMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) s CROSS-REFERENCED TC THE APPROPRIATE f DATE
; DEFICIENCY) f
{F 504}5 Continued From page 94 {F 504} ;
 without the resident's knowledge. |
| !

{ Medical record review of the Physlcian Orders for
: May 2012, revealed no Physician Order for a drug
' §creen.

i
| !
. Interview with the Director of Nursing (DON) on j :r
. May 8, 2012, at 9:10 a.m., in the front lobby, : [

i

 confirmed the facility completed a urine drug i
. screen on the resident without a Physician Crder. |
| ’
' CIO #27265 #28092 ! 'F 507 483.75(j)(2)(iv) Lab reports
{F 507) : 483.75(})(2)(iv) LAB REPORTS IN RECORD - {F 507)|in record-Lab Name/Address 6//12
§8=D, LAB NAME/ADDRESS
; i ; . Resident #1
ety st e st 1) The DON rvieved e oty
| contain the name and address of the testing I concerning placement of lab reports
: laboratory. ‘in the resident’s medical record i
; ’!within 7 days. The DON conducted !
 This REQUIREMENT Is not met as evidenced | l an in-service with all RN’s and !
i by: | LPN’s that all tests, when ordered
i Based on medical record review and interview, | by the physician must be placed in
i the.faclhty failed to file laboratory resuits on the chart within 7 days. i
LEAnieat rord ar 0ric veaklen 6 1) of 2) On 5/15/12, all other residents |
| twenty-seven residents reviewed. | : ) I
: !'who had lab work completed was | .
 The findings included: i checked for results in medical !
u . . . }

+ Medical record review of the Minimum Data Set ] re_sillltsi‘l TRI;\IJS, I.)Oh(?i;:;s, m-se;zl;?flz ‘

{MDS) dated March 15, 2012, revealed the with a §.ang 5 on .
| resident scored fifteen of fifteen on the Brief by DON. Beginning,6/1/12, all labs
- Interview for Menta| Status (BIMS) indicating ; i will be placed in chart within 7
_ intact cognitive skills and no memory impairment. | days.
Interview with the Nursing Home Administrator  Inservice on Physician Order and
: (NHA) on May 7, 2012, at 1:50 p.m., in the NHA Notifying resident or POA will be

L
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See A s UE AEALTH ANL HUMAN SERVICES PRINTED: 061072048
: CENTERS FOR MEDICARE & MEDICAID SERVIGES OB G Rl
STATEMENT OF DEFICIENCIES PR :
SERRILSEIRS [ pomgmmEen — [mwmecaeor e
44E200 €. WING 2
06/05/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE ]
LAURELBROOK SANITARIUM 114 CAMPUS DRIVE
DAYTON, TN a7a21
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES coom PROVIOER'S PLAN OF CORREGTID)|
PREFIX  (EACH DEFIGIENCY MUS'T BE PRECEDED BY FULL PREFIX | EACH ¥ gl
TAG REGULATORY OR L&G IDENTIFYING INFORMATION) | YAG ; céess,n%‘l??a“?ﬁé%"'% ey .n.s;‘p?z%lfnffrs o
i ! DEFICIENZY)
E . f { thS b
{F 507} : Continued From page 85 i {F507} ;)Ogi;ucwd quarterly for 6 mon ’

office, revealed a urine drug screen was
- completed on the resident on May 3, 2012, . .
 without the resident's knowledge and the resident | . |{3) The DON or designee will
, was not aware of the results. ' monitor all lab work ordered to
ensure all lab work is placed in the

chart in a timely manner, beginning

i Medicel record review of the Physician Orders for

' May 2012, revealed no Physician Order for a drug | | : oy :

! screen and no laboratory results for a urine drug gi 5/15/12. This policy will be in-

| screen on the clinical record. serviced quarterly for the next six
- i ; ths beginning 6/1/12.

| Interview with the Director of Nursing (DON) on ,I;.l}?élDf)N ir desigg nee will monitor

if' May 9, 2012, at 9:10 a,m., in the front lobby, iy
! confirmed the facility completed a urine drug lab work ordered by physician to
' screen on .the resident and the results were not ensure that all lab work will be

: on the clinical record. I placed in the residents chart in a

C/O #27265 #28092 timely manner. This was begun on
5/15/12 and will continue weekly

e

{F 518} . 483.75(n) TRANSFER AGREEMENT WITH {F 519}
§8=D HOSPITAL i for six weeks, then as needed to
y en
' In accordance with section 1867(1) of the Act, the | ‘;fmphmc hasibe
" facility (other than a nursing facility which is achieved.
-located in a State on an Indian reservation) must |
have in effen}] a wﬁtt;en fransfer afgreement with 4) The DON will report the
* one or more hospitals approved for participation outcomes to the next quarterly
. under the Medicare and Medicald programs that | : : .
- reasonably assures that residents g.ﬂ!l{gbe | QAH (.:Ommlttef-,‘ and ultimately the
- transferred from the facillty to the hospital, and Administrator will report to the
{ ensured of timdely admisslon to the hospital when Board mecting quarterly. The next
i transfer is medically appropriate, as determinad sc Committ
I by the attending physiclan; and medical and other J %heqmc-d %gg}l 9 ttiee
information needed for care and treatment of meeting 1 :
! residents, and, when the transferring facility
: deems it appropriate, for determining whether
{ such residents can be adequately cared for In a
. less expensive setting than either the facility or
: the hospital, will be exchanged batween the
linstitutions.
FORM CMS-2587(02-89) Pravioun Verslons Obsol Evant 1D: GOLS12 Faclllty (D: TN7201 if continuation shest Pags 96 of 101
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88=p HOSPITAL

| Agreement with Hospital
!

et MR T W FIEALLFANL HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEOI\Tg %ggg'%‘égﬁ)
STATEMENT OF DEFICIENCIES PR : =
AND PLAN OF GORRECTION @ .ﬁﬂ?&iﬁ%ﬁ%ﬁ%ﬁ? VA NULTIEE CONSTRUGTION 043) DATE SURVEY
A. BULDING POMAETED
44E200 i osm;zmz
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY, STATE, ZIP CODE
LAURELBROOK SANITARIUM ¥14 CAWRUS DRIVE
DAYTON, TN 37321
(X4 1D SUMMARY STATEMENY OF DEFICIENCIES T b ] PROVIDER'S PLAN OF CORREGTIO, '
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED BY FULL : Y [ compet
TAG REGULATORY OR LSG IOENTIFYING INFORMATION) | 1\ | CROSE HESRRECTIVE TOTHE APPRDRRITE | o
| ; DEFICIENCY) i
; f |
{F 507} : Continued From page 95 i {F507) f
office, revealed a urine drug screen was i |
- completed on the resident on May 3, 2012, ! ]
 Without the resident's knowledge and the resident ; | i
, was not aware of the results. | : !
! i
_I Medical record review of the Physician Orders for ! ’
' May 2012, revealed no Physician Order for a drug | [
! screen and no laboratory results for a urine orug | i
| screen on the clinical record. I I
L f
| .
| Interview with the Director of Nursing (DON)on | i
| May 8, 2012, at 9:10 a.m., in the front lobby,
- confirmed the facility completed a urine drug
i screer on the resident and the results were not !
: on the clinical record. '
| CIO #27265 #28092 i
{F 510} 483.75(n) TRANSFER AGREEMENT WITH {F 519y F 519 483.75(n) Transfer | 6/6/12

facility (other than a nursing facility which is

- located in & State on an Indian reservation) must
have in effect a written transfer agreement with

* one or more hospitals approved for participation

. under the Medicare and Medicald programs that |

. Teasonably assures that residents will be

- transferred from the facility to the hospital, and

i ensured of timely admission 1o the hospital when

i transfer is medically appropriate, as determined

! by the attending physiclan; and medical and other

[ information heeded for care and treatment of

| residents, and, when the transferring facility

: deems it appropriate, for determining whether

| such residents ¢an be adequately cared for In a

. less expensive setting than either the facility or

i the hespital, will be exchanged between the

| institutions.

I
i
! In accordance with section 1861()) of the Act, the ’
1
|

1) Upon becoming aware of the
need of a hospital contract, the
Administrator negotiated a transfer
i agreement for hospital services with
a local hospital on 6/1/12.

2) The Administrator reviewed all
contracts to ensure all patient
contracts were viable.

3) The Administrator will i
biannually review all contracts for
validity, effective 6/1/12.
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A, BUILDING

R
44E200 B. WING 06/05/2012
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATC, ZIP CODE
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D | PROVIDER'S PLAN OF CORRECTION
PREFIX | {EAGH GORREGTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

X SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL
TAG .  REGULATORY OR LSC IDENTIFYING INFORMATION)

WAL Continlisd From pege 50 {Fae) ;4) The Administrator will report
iquarterly to the QAPI committee on
any changes in contracts or
\additions of contracts, and
jultimately to the Board meeting
quarterly. The next scheduled QAPI

Committee meeting is 6/20/12.

The facility is considered to have a transfer
agreement in effect if the fagility has attempted in
good faith to enter into an agreement with a

» hospital sufficlently close to the facility to make

- transfer feasible.

. This REQUIREMENT is not met as evidenced
» by: .

: Based on facllity documentation and interview
, the facility failed to have a written transfer

. agreement with a hospital,

: The findings included:

, Review of facility documentation requested for

1 extended survey on May 15, 2012, reveaied no

1 written transfer agreement between the facliity

i and a hospital for transfer of residents if medically

: appropriate,

: Interview with the Administrator and the Director
- of Nursing in the physical therapy room on May
15, 2012, at 6:00 p.m., confirmed no agreement
_could be provided.
F 520 483.75(0)(1) QAA : F 520
56=F . COMMITTEE-MEMBERS/MEET
 QUARTERLY/PLANS

: A facility must maintaln 2 quality assessment and
1 assurance committee consisting of the director of i
: nursing services, a physician designated by the |
i facility; and at least 3 other members of the [
; facllity's staff, |

!
|
I

Fagiity tO: TN7ZD1 If continuatlon shest Page 7 of 101
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(X&) ID ] SUMMARY STATEMENT OF DEFICIENCIES - PROVIDER'S PLAN OF CORRECTION i e
REFIX |  (EACH DEFICIENCY MUST BE PRECEDED BY FULL EAG
FIAG. .  REGULATORY ORLSG IDENTIFYING INFORMATION) ¢ f céos;inceggﬁngﬂcggg TOTHE, ffni%?m'ﬁa | o "
; ; | DEFICIENCY) i'
i ] T
{F 518} * Continued From page 96 {F 519} f
" The facility is considered to have a transfer ! !
agreement in effect if the fagility has attempled in | ;
- good faith to enter into an agreement with a ! : |
. hospital sufficlently close to the facillly to make : =
: fransfer feasible. | I
: r
L . | ’ |
: This REQUIREMENT is not met as evidenced | ] j
t by: - ' j
; Based on facllity documentation and interview [ ; E
, the facility failed to have a written transfer f | i
- agreement with a hospital, i | ;'
i : ' ‘
- The findings included: | |
, Review of facility documentation requested for | |
| extended survey on May 15, 2012, ravealed no | | :
i written transfer agreement between the facility ' i i
j and a hospital for transfer of residents if medically | !
: appropriate, : |
E {
i Interview with the Administrator and the Director i
- of Nursing in the physical therapy room on May | !
15, %’012. at 8:00 p.m., confirmed no agreement ! 1
. could be provided. i ; |
F 520 483.75(0)(1) QAA Fiao; £520 45375 (o)1) QA 60712
58=F . COMMITTEE-MEMBERS/MEET Committee Members/Meet
i QUARTERLY/PLANS Quarterly/ Plan
: | , . .
! A facllity must maintain a quality assessment and 1) The Quality Assurance Plan was
1 assurance committee consisting of the director of reviewed and revised by the DON
: nursing services; a physician designated by the and Healthcare Consultant on
i faciljtys and at feast 3 other members of the ! 5/28/12. This revised plan, Quality
Ii facility's staff, Assessment/ Performance
! The quality assessment and assurance | Improvement Plan was presented at |
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1o | SUMMARY STATEMENT OF DEFICIENCIES i PROVIDER! i
PREFIX ! (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX [EAC!-? CQFERESC%N f&?&“ﬁ%ﬂ&"’as ! compLeTion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROFRIATE DATE
: DEFICIENGY)
P the 5/29/12 QA Commiittee for ’
F 520 | Continued From page 97 F 520 . Q b ?
, approval by members.
committee meets at least quarterly to identify
i i issues with respect to which quality assessment yer .
Exhibit # 25 !

, and assurance activities are necessary; and
r develops and implements appropriate plans of i
: action to correct identified quality deficiencies, A revised QA standing agenda was

developed by the Healthcare

" A State or the Secretary may not require R
Consultant to ensure quality issues

- disclosure of the records of such committee

- exeept insofar as such disclosure is related to the are addressed and standing reports
: compliance of such committee with the i are reviewed quarterly for any
i requirements of this section. ! issues with resident care. This

Good faith attempts by the committes t6 identify standing agenda was appr(?ved
. and correct quality deficiencies will not be used as i5/29/12 by the QA Committee.
+ @ basis for sanctions. :

j i Exhibit # 26
; This REQUIREMENT Is not met as evidenced
: by Trending Reports were developed
: Based on review of the Quality Assurance (QA) by Health Care Consultant to use for

: Committee attendance records, facility

; | investigation reviews, facility policy reviews, reporting incidents and including

; observations, and interviews the facility failed to fall, abuse, medication errors,

1 ensure the Quality Assurance commitiee performance indicators, infection }

' identified resident's safety, falls , behavior control, and wound reports. This |
management care planning, mental heaith, was completed on 05/29/2012 to be |

 rehabilitative services, abuse, and injuries of .
unknown origin as potential areas for quality used at the next QI meeting.
improvement :

' The facility’s failure to review data and Exhibit # 14

i formulate/implement improvement plans placed

all the residents in Immediated Jeopardy ( & 2) The DON reviewed the
' situation In which the provider's non-compliance deficiencies stated in the 2567 to
' th one or more requirements of participation identify in-services needed and to

" has caused, or is likely to cause, serious injury,

 harm, impairment. or death to a resident), address each tag cited. Inservices

given to all RN’s, LPN’s, CNA’s,
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i | DEFICIENGY) i

[Housekeeping, Dietary, Social
F SZUfWOrker, Maintance, Activities

Director, Laundry, PT, Office Staff,

F 520 ; Continued From page 98 |
: r
! The facility provided a Credible Allegation | AN i .
: fy p Bgation of ’ Administrator, Feeding Assists by

| Compliance on May 30, 2012, A revisit
: conducted on June 4 - 5, 2012, revealed the DON and RN/BSN from 5/27/12-

: correcti\éet gtctiions ir;pi:mJented rr?n May 30, 2012, 5/30/12. Staff not in attendance will
: removed the immediate Jeopardy, _ s .
 Non-compliance continues at an "F* level citation 'no be able to work unt1'l inservices
 (potential for more than minimal harm). iare complete. DON/RN will oversee
inservices and report to QA/PL.

: The findings included: |

- Validation of the Credible Allegatior: of 1 3) I‘}}e DON has developed a
. Compliance was accomplished through medical i standing agenda to ensure no items
. record review, observation, facility policy review, ’ are missed. Developed trending
- anglllary contract review, and interviews with reports for accidents/incidents,

: facility staff including the administrative staff, wound care. infection control. and
behavior management.

 Medical record review of the care plans for the i
residents on the follow-up sample revealed the | i

; care plans had been revised to include ' | 4) The DON will report the |
; appropriate interventions for managing behaviors ‘ tcomes of monitoring of qualit
i and safety concems. | BUCOmMEs a7 MOMIoring 0l quancy

i of care provided through abuse,
f Observation of the residents throughout the behavior management, delays in
_follow=up visit revealed no residents were | medical care and restraint

! involuntarily secluded; and there were no ' S i
monitoring, and other indicators

| observations of resident altercations. Facility e
i staff provided diversioh activities to behavioral identified to the quarterly QAPI

} and wandering residents. The facillty Committee and ultimately the
| environment was calm with planned activities ! Administrator will report to the
Board meeting quarterly. The next

: taking place.
|

: The facility provided evidence an independent, scheduled QAPI Committee

{ Healthcare Consultant, had been retained to meeting is 6/20/12.

: assist the facility in systems management to

t improve the quality of care for the residents, and

. provide staff education in areas deemed lacking. !

: The iHealthcare Consultant was introduced to the | ]'
l 1
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F 520 , Continued From page 99
survey team on June 5, 2012, at 8:30 a.m., in the
i therapy room.

! The facility provided evidence the Medical

: Diractor was educated by the Healtheare

! ConsultantRN on the importance of recording |

. abuse allegations, and invastigating and reporting !

‘ allegations In a timely manner. !
i

| The facility provided evidence of the Quality

: Assurance/Performance Improvement Plan had
| been revised fo include a standing agenda for
 identifying quality issues with fails, incidents,

| abuse, medication errors, infection control,

| wounds, and other performance indicators.

| The facility provided evidence of the review and

| revision of the facility's Abuse Prevention

| Program, approved by the Medical Director at the
' Quality Assurance meeting conducted on May 28,
1 2012, Continued review of the evidence revealed
. {he revised program contained detalled

- information on Resident-to-Resident Altercations,
. Abuse Investigations, Reporting Abuss to Facility
 Management, and a 3-page investigative

. worksheet for data gathering and evaluation

i tiled, Resident Abuse Investigation Report Form,

“T'he facility provided evidence the Madical

* Director reviewed, revised, and approved the

, following facility policies on May 27, and May 28,
' 2012. Abuse Investigation/Seclusion, Behavior

. Management and Monitoring Program, Behavior
: Assesament and Monitoring, Use of Restraints

| and Unmanageable Residents, Falling Leaf

| Program (revised for residents at risk for falls),

| Side Rail Evaluation on Admission and Quarterly,
| Resident Rights, Guidelines for Nursing

F 520,

!
f a

| i
| 1
|
|

i
|
|
f
|
l
i
5
!
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TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY)

|
H
4
t

| Abuse Investigation
! Resident Altercation

. The facllity provided
i in-service education

| level until it provides
correction to include
' ensure the deficlent

Committee,

I
1

F 520 Continued From page 100
! Procedures, Acgident and Supervision. The

| Abuse to Facility Management, Resident to

' Abuse Prevention, Resldent Safety, Resident
i Rights, and Behavior Management.

: Random interviews with multidisciplinary staff
conducted during the revisit from June 4 through

!June 5, 2012, confirmed they had received

. in-services related to abuse prevention, resident

i safety, rasident behavior, and resident rights.

, The faciiity will remain out of compliance at an "F"

i the facility's corrective measure would be
i reviewed and avaluated by the Quality Assuranca

policles included Reporting
, and Abuse Investigations.

evidence of mandatory
and training to all staff on

an acceptable plan of
continued monitoring to
practice does not recur, and

1
!

|
l
|
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